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ABSTRACT 
Very little is known about how counseling clients or 
potential counseling clients would evaluate the ethical 
behaviors and standards under which most counseling 
professionals operate. Students were asked to rate counselor 
behaviors by how ethical the counselor behaviors were, and 
the frequency of occurrence for these behaviors in actual 
practice. Ethical principles of autonomy, informed consent, 
and confidentiality were used as factors to examine the data. 
There were significant group differences in knowledge of 
ethical practices between those with prior counseling 
experience and those without experience. Gender differences 
were especially significant in ethicality ratings of client-
counselor sexual interactions. 
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INTRODUCTION 
Ethical Codes and Standards 
The American Psychological Association (APA) has stated 
a set of Ethical Principles of Psychologists (APA, 1990) and 
guidelines for the practice of counseling and psychotherapy 
(APA, 1973, 1981, 1987). In addition, most professional 
organizations have ethical codes of practice which similarly 
address standards of ethical practice of counselors and 
psychotherapists (see AAMFT, 1984; APGA, 1982; NASW, 1980). 
There are inherent difficulties however, in attempting to 
establish an ethical psychotherapy based on the ambiguities 
and contradictions contained in the numerous principles and 
guidelines which govern the ethical practices of therapists. 
Even though standards of practice are unclear, it is the 
responsibility of the individual professional to incorporate 
these principles and standards as their own not only to meet 
the increasing press for compliance to codes of ethics from 
professional organizations but also to satisfy the demands of 
professional liability insurance organizations as well 
(Keith-Spiegel & Koocher, 1985). 
The ethical standards and guidelines, if followed 
carefully, should help protect both the therapist and the 
client from harm, but this is not always the case as there 
are many ways that counselors and therapists can and do fail 
to live up to the standards they espouse (Keith-Spiegel & 
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Koocher, 1985). Hence, there has been some effort to 
understand more fully just how the ethical principles and 
standards of practice have been implemented. The results of 
various surveys of clinical practice (Pope, Tabachnick and 
Keith-Spiegel, 1987; Baird and Rupert, 1987) suggest there 
are considerable variations among practitioners in the 
management of ethical and legal requirements in therapy. 
The present thesis concerns client perceptions and 
knowledge of ethical practices, particularly in the practice 
of informed consent and the maintenance of confidentiality. 
These two related practices are among the most basic and 
essential concepts to the ethical practice of counseling, and 
they promote and safeguard a client's autonomy. They are 
fundamental to the establishment and maintenance of the 
therapeutic relationship. 
Additionally, the study proposed to focus on client 
perceptions of instances when client autonomy is violated 
through disclosure of private information to a third party, 
or when the therapist has sexual contact with a client. 
study Overview and Summary 
study overview 
The purpose of this study was to describe the 
understandings and perceptions that students have of the 
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ethical practice of counseling. The study assumes that the 
student population from which this study draws is 
representative and generalizeable to other populations of 
potential clients as well as to those who have had prior 
experience in counseling of psychotherapy. In addition, the 
study attempts to describe the ethical standards applied by 
these students towards the ethical and unethical behaviors 
described in the study and attributed to the typical 
counselor or psychotherapist. 
Variables of interest 
The four main variables of interest are derived from the 
four instruments used in this study. In the Counseling 
Experience Questionnaire (EQ), questions were designed to 
describe the subjects' experience in counseling (Appendix A). 
Subjects were asked to differentiate themselves on the basis 
of whether they had any prior counseling experience. Those 
subjects with prior counseling experience answered a few 
items about their experiences with counseling. All subjects 
answered questions about their knowledge of counseling. 
The next variable of interest was the subjects' 
developmental level related to situations that might be 
typically encountered in a counseling situation. The Ethical 
JUdgment Scale (EJS, Appendix B) was used to determine the 
developmental stage or style of the subject and how these 
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differences in orientations to a range of ethical situations 
might affect their judgments and perceptions across a variety 
of ethically difficult situations. 
The third variable of interest were the ethics ratings 
to 57 pairs of items that described a broad range of 
counselor and therapist behaviors that both indicated how 
ethical these behaviors were, and how frequently these 
behaviors occurred in the typical practice. The Ethics and 
Practice Questionnaire (E&P, Appendix C). Subject matter of 
the E&P was factor analyzed creating a general ethics factor, 
a general practice factor, and five subscales for each ethics 
and practice pair. Data analyses used the ethical principles 
of informed consent, dual relations, sexuality between client 
and counselor, confidentiality disclosures and Duty to warn 
issues. 
Lastly, the Counselor Personal Attributes Inventory 
(CPAI, Appendix D) was used to determine general attitudes 
towards counselors and therapists for the purpose of knowing 
how a group representing the public sees the counseling 
profession. 
Summary of results 
The study describes the relationship between ethical 
judgment style and ethicality ratings of specific behaviors. 
Rather than occurring as a global influence on ethics 
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judgments, there was a more complex interaction of judgments 
and ethical stage of development that was highly dependent on 
the characteristics of the specific behavior or situation 
being judged. Overall, gender and past experiences in 
counseling were much stronger influences on ethicality 
ratings and the perceptions of how frequent unethical 
behaviors occurred. Those subjects that had positive 
experiences in counseling themselves, or had heard of 
positive experiences from friends or family were influenced 
by these experiences as were those who had negative 
experiences with counseling. Overall the subjects had 
positive views of counselors and therapists, however, only a 
small proportion of these subjects have an accurate knowledge 
base from which to make ethical judgments when compared to 
professionals. This suggests that counselors and therapists 
should spend more time educating their clients and potential 
clients about the ethical dilemmas and constraints inherent 
in the ethical practice of counseling. This may be best 
accomplished through the use of informed consent. 
General Ethical Theory 
Beauchamp and Childress (1979) describe all ethical 
systems by application of a four-tier model of moral 
justification. At the highest and most abstract level, any 
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ethical question can be justified according to what ethical 
theories or traditions it draws from. At the next lower 
level of abstraction is the level of principles which 
together with the next the next lower level of rules form the 
structures for action in any ethical system. Principles are 
the value statements or in Kantian terms prima facie truths 
which serve to bind behavior in all or most situations. 
Where principles are broad, vague and formal, rules are 
specific and closer to the concrete situations or dilemmas 
they are meant to address. Rules serve as the critical link 
between moral principles and justification of actions, and 
become the basis for the development of professional ethical 
codes. Professional codes, therefore, are rules based on 
moral principles that govern the behavior of groups of 
professionals. 
The lowest and most concrete level of moral 
justification is the level of judgments and actions. This is 
first level has been called the existential level (Drane, 
1982), or the intuitive level (Kitchener, 1984) because it 
is at this level that the counselor's or therapist's 
immediate intuitive responses and reflections on those 
responses come to bear. It is this level of judgments and 
actions that, in surveying the client's or potential client's 
intuitive and reflected responses to counselor behaviors, 
that the current study is aimed. 
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Application of Ethical principles to Counseling 
In what has been called "a great revival in applied 
ethics" (Kitchener, 1984, p. 15), interest in defining clear 
and morally correct codes of behavior has increased, 
especially in medicine, prompting a similar interest in the 
fields of counseling and psychotherapy. The Beauchamp and 
Childress (1979) model of biomedical ethics, relying on basic 
principles as a foundation for the more specific rules and 
guidelines contained in professional codes, provides a 
general model from which to evaluate the current ethical 
foundations of counseling psychology (Kitchener, 1984b). 
Ethical principles 
In modern applied ethics, utilizing ethical principles 
is considered essential to the analysis of the ethical 
dilemmas that are inherent to the practice of many 
professions including medicine, law and psychotherapy. As 
described by Beauchamp and Childress (1979), the ethical 
principles of autonomy, beneficence, nonmaleficence, justice 
and fidelity are relevant to the practice of counseling and 
Psychotherapy. This thesis attempts to apply primarily the 
principle of autonomy as an integrated conceptual framework 
for investigating the ethical practice of counseling and 
Psychotherapy. The following literature review will focus on 
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the application of the principle of autonomy to understand 
-
and assess the ethics of counseling practice in the areas of 
informed consent to treatment, the practice of 
confidentiality, and to those incidents where a counselor 
violates the autonomy of the client through sexual contact. 
Autonomy and informed consent 
providing informed consent for treatment is advocated in 
the professional codes and research literature as perhaps the 
major vehicle for addressing issues of ethical practice in 
counseling and psychotherapy as well as in psychological 
research procedures (Principle 6 in APA, 1990; APGA in 
Callis, Pope & DePauw, 1982, p. 37). Historically, informed 
consent procedures developed within the field of medicine and 
health research. only recently were the principles seen to 
apply to the field of counseling and psychotherapy. Three 
main forces have shaped the development of informed consent 
procedures; the principle of autonomy, concerns for health, 
and the structure of malpractice law (Applebaum, 1984). 
Legal process has been the most potent force however, as it 
is within case law that standards for practice have emerged 
to forge a balance between consumer rights and patient health 
concerns. 
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Elements of informed consent 
The doctrine of informed consent requires that consent be 
absolutely voluntary, based on complete disclosure of all 
pertinent information, and that the individual making a 
choice or decision be capable and competent to engage in 
rational decision-making processes (Hare-Mustin, Marecek, 
Kaplan & Liss-Levinson, 1979). The primary task of informed 
consent is to promote and protect the individual consumer 
from harm. But the use of informed consent has also been 
advocated as a method to encourage professionalism (Beauchamp 
& Childress, 1979), protect the profession from external 
regulation (Bray, Shepherd & Hays, 1985), and as a primary 
vehicle for establishing the proper therapeutic relationship 
between clients and therapists (Coyne & Widiger, 1978; Hare-
Mustin et al., 1979i Everstine, Everstine, Heymann, True, 
Frey, Johnson & Seiden, 1980). 
Although autonomy has been the primary ethical 
justification for the use of informed consent, concerns for 
health, based on a more utilitarian analysis, have argued 
both for and against its use. The primary focus for health-
based concerns is for patient well-being, cooperation and 
compliance with treatment and not necessarily independent 
decision-making (Applebaum, 1984). 
However, the concern for health that is used to argue 
against informed consent is one that believes that the 
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greater the power accorded to the physician or counselor, the 
better the treatment. When decisions are in the hands of the 
benevolent and paternalistic expert, matters that may produce 
or exacerbate irrational fears or hopelessness are shielded 
from the patient (Bray et al., 1985; Widiger & Rorer, 1984). 
Informed consent and legal implications 
Case law has provided focus and definition to the main 
components of informed consent and other legal 
responsibilities. First, are the informational elements 
which include defining standards of disclosure and tests of 
the comprehension of information. 
Second, are the elements of consent which involve issues 
of voluntariness and competence. Consent is defined as the 
capacity to make rational and reasonable decisions free from 
constraining and coercive influences (Applebaum, 1984; 
Beauchamp & Childress, 1979). Case law in informed consent 
has been shaped by the litigation process, with a trend 
generally moving away from assault and battery cases to those 
that fall under the negligence law structure. Under these 
laws, only those situations where harm has occurred because 
of the lack of informed consent can an act be considered 
negligent. This serves to make negligent cases based on 
informed consent issues rare because of the difficulty of 
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establishing causal links (Applebaum, 1984; Widiger & Rorer, 
1984). 
Legal aspects of information disclosure 
The area that has changed the most within legal 
traditions related to informed consent is the type of 
informatiorial disclosures required to obtain legally valid 
consent. In court law, the trend has been a movement away 
from simple consent in the direction of fully informed 
consent where, not only the nature of the interventions, but 
the risks of therapeutic interventions must be disclosed 
(Salgo v. Leland Stanford, Jr., 1957). The legal standards 
of disclosure have moved from what has been called the 
professional standard, or what normal professional practice 
dictates (Nathanson v. Kline, 1960) to what is called the 
materiality standard (Beauchamp and Childress, 1979; Bray et 
al., 1985). The classic and definitive summary of the 
materiality standard of informed consent was depicted in 
Canterbury v. Spence (1972). This standard advanced the 
notion that disclosure of all material risks and alternative 
treatments was essential, and viewed from the perspective of 
what the reasonable person might perceive as significant 
information when making similar decisions under similar 
circumstances (Applebaum, 1984). 
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Informed consent and psychotherapy 
Although the legal and ethical requirements for informed 
consent to treatment are clear, how to best implement 
informed consent procedures within counseling and therapy is 
still controversial (Bray et al., 1985). controversies of 
definition lead to arguments in the literature as to whether 
fully informed consent is desirable and possible within 
psychotherapy (Widiger and Rorer, 1984). But the ethical 
issue is not whether a totally voluntary and absolutely 
informed consent is possible, but rather to determine what is 
adequate and sufficient for the reasonable person (Wright, 
1987). 
Standards of disclosure have evolved to satisfy legal 
requirements for disclosure by taking into account what is 
generally operative in the field. According to such concepts 
the therapist should provide information that outlines: 1) a 
thorough explanation of the treatment, 2) the possible risks, 
discomforts, as well as benefits of the treatment, 3) a 
description of alternative treatments available, including 
the option of refusing treatment, 4) an offer to discuss any 
procedures or answer any questions of concern to the 
consumer, and 5) an acknowledgement of the consumers right to 
withdraw consent and discontinue treatment at any time (Bray 
et al., 1984; Everstine et al., 1980; Hare-Mustin et al., 
1979). 
13 
Concern with the specific process of obtaining informed 
consent has prompted discussions about whether apparent 
consent is adequate (when it can be inferred that the 
consumer, by virtue of their presence in treatment has given 
consent) or whether expressed consent is necessary. 
Expressed or formal consent requires documentation of consent 
to treatment. This has prompted a number of writers 
- (Handelsman, 1989~ Handelsman and Galvin, 1988~ Handelsman, 
Kemper, Kesson-Craig, McLain & Johnsrud 1986; Kovacs, 1980, 
1984) and a number of organizations (APA, 1983; Colorado 
Psychological Association, 1983) to advocate the use of both 
written brochures and signed forms to facilitate informed 
consent. Kovacs (1980) advocates a two-part disclosure form 
which includes a generic document providing information about 
the nature of psychological treatment and the legal limits of 
confidentiality, and a more customized document outlining 
information about the specific therapist and particular 
treatment issues relevant to their practice. 
Research on Informed Consent 
Research in the area of informed consent is sparse, 
mostly contained in two general subject areas: informed 
consent to treatment research; and research pert~nent to 
expectations for counseling. The relevant research for the 
present purposes fall into 3 general categories: 1) surveys of 
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professional practices, 2) empirical research of informed 
consent procedures associated with selected counseling process 
variables; the relationship of informed consent procedures to 
client expectations about counseling or perceptions of 
therapist attributes, and 3) research focusing on 
confidentiality and disclosure reactions (to be discussed in 
the section on confidentiality). 
Surveys of professional practices 
In surveys of professional practices, the main 
questions have been aimed at professional ethical practices 
and attitudes (Brock, 1989; Pope, Tabachnick, & Keith-Spiegel 
1987, 1988, 1989) or research aimed at practices specific to 
informed consent to therapy (Beeman & scott, in press; Graca 
and scott, 1989; Lidz et al., 1984; Witkin, 1985) which 
includes surveys documenting the use and content of informed 
consent forms (Handelsman et al., 1986; Talbert & Pipes, 
1988). Generally, surveys of professional attitudes and 
belief show consistency between practices and ethical 
beliefs, but do not specifically investigate informed consent 
practices (Pope et al., 1987, 1988, 1989). 
The use of informed consent procedures appears to be 
inconsistent and spotty, and systematic investigations are 
lacking. The few examples of surveys of professional 
practices (Beeman & Scott, in press; Graca & Scott, Lidz et 
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al., 1984) would seem to indicate that consistent, formal, 
written procedures are rare. In a survey of VA hospital 
chief psychologists, Graca and Scott (1989) found that only 
4.5% of respondents utilize standardized procedures. In 
surveys on the use of written informed consent forms, 
(Handelsman et al., 1986; Talbert & Pipes, 1988) only about 
one-quarter of respondents reported using them. When the 
content of these forms are 'analyzed, many of the elements of 
informed consent deemed necessary are missing. In one 
survey, Talbert & Pipes (1988) judged that only lout of 40 
sites had a majority of the items mentioned in the 
literature. In the Handelsman et ale study (1986), 
"readability" of written forms was judged to be difficult and 
the content most frequently focused on financial issues and 
not on issues that would support the autonomy of the client. 
Informed consent procedures and counseling process 
This area of counseling research looks at the variables 
that may affect perceptions, preferences, or expectations 
that clients have for counseling. The main concern is to 
determine whether the presence or absence informed consent 
procedures have a beneficial or detrimental affect on the 
client, the counseling relationship, or the process of 
counseling. The most simple example is that of Morrissey 
(1983) who only found that presenting information on 
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counseling did not negatively impact the counseling process. 
Graca and Scott (1986) presented information to actual 
VA clients on risks, benefits, and client rights and found 
that knowledge about counseling could be increased through 
informed consent though the subjects' valuing of counseling 
was not significantly improved. Scott (1989), in a similar 
analog study of students, varied the form of presentation of 
written information as well as the quantity of information 
given to prospective clients. He found that detailed 
information related to counseling signific~ntly improved 
overall knowledge of counseling but not the subjects' 
perceptions of their rights as consumers. Similarly, it was 
found that expectations and valuing of counseling was not 
significantly changed by any of the forms of information 
presentations employed in the study. However, when subjects 
were presented with-indirect counseling exposure (a typed 
counseling sessions transcript), some evidence of reduced 
self disclosure was noted. 
Although Handelsman (1989) conducted two studies that 
varied the presentation of written materials, the question 
remains open as to whether a formal and written informed 
consent procedure is as effective as a less formal and verbal 
process. Much of the research in this area involves an 
application of strong's (1968) interpersonal influence model. 
As Tinsley, Bowman & Ray (1988) note in their review of the 
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expectations literature, the relationship of perceptions and 
expectations and their effects on the counseling process is 
complex and difficult to understand. 
When pre-therapy information is presented in written 
form, without discussion, it may have limited value towards 
improving informed consent. written forms may be irrelevant 
to the perceptions the client has of the value of counseling 
and comprehension of the ethical issues and dilemmas that 
clients and counselors may have to face (Goodyear, Coleman & 
Brunson, 1988) or the expectations that may guide the 
decisions to enter counseling (Lewis, Epperson & Foley, 
1989). 
Critique of informed consent 
The empirical literature is not extensive or systematic 
enough to answer the many questions that have been raised in 
the literature regarding the process of informed consent. 
Those that emphasize the principle of autonomy believe that, 
at best, informed consent practices do not go far enough to 
ensure comprehension or protect the client from surrendering 
rights. Those with a more critical view of the ethical codes 
in this area believe that the codes are in place more to 
protect the profession from external regulation than to 
protect the client from harm (Van Hoose & Kotler, 1985). 
Consumer advocates believe that continued judicial 
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involvement and regulation is needed. Those that argue for 
health concerns do not believe that informed consent has been 
shown to work to improve treatment outcomes. To them, 
informed consent is a myth that gets in the way of treatment 
(Applebaum, 1984). 
Ethical principle of Confidentiality 
One of the most basic acts that guards the autonomy-of 
the counseling relationship is the promise of 
confidentiality. Confidentiality refers to those issues 
related to the constraints necessarily in place regarding the 
use of personal information. A breach of confidentiality is 
one kind of violation of privacy, which is a right guaranteed 
by the constitution in the Fourth Amendment. Although 
privacy and confidentiality are often used interchangeably, 
confidentiality issues are a violation of a person's privacy, 
which is related to a person's autonomy (Beauchamp & 
Childress, 1979). "A person is assumed to occupy a certain 
emotional, cognitive, or psychological 'space', the use, 
management, or control of which properly resides with the 
person" (Everstine et al., 1980, p. 829). 
Confidentiality, having its genesis in sixteenth century 
public health concerns for the protection from social 
stigmatization due to communicable diseases, has gradually 
moved from the ideology of absolute confidentiality to the 
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ethics of limited confidentiality (Denkowski and Denkowski, 
1982). It has been the nature of both old and new 
professions to endeavor to secure and maintain the honor of 
privileged communication, for the "duty of confidentiality 
serves in part to reinforce their claim to professional 
status" as well as provide a basis for a trusting 
relationship (Bok, 1983, p. 116). 
When Everstine et ale (1980) discussed the issues of 
confidentiality, it was with the recognition that social 
changes have been continually eroding the counselor or 
therapist's ability to maintain this promise due to such 
factors as: the information explosion; the proliferation of 
computers and third-party payees which creates numerous 
violations of privacy; increasing concern for governmental 
and public agency accountability in the post-watergate era; 
and, the increasingly violent social and litigious climate in 
which we live that necessitates that therapists take 
responsibility to warn and protect potential victims of harm. 
It was prophetized that the trend towards increasing 
regulation and restrictions placed on privilege 
communications was only going to get worse. 
Legal limits on confidentiality 
Ethical and legal responsibilities dictate that a 
therapist be prepared to intervene in the lives of their 
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patients when necessary. A therapist or counselor is said to 
have a "special relationship" with the client or with even a 
person in a relationship to the client. The special 
relationship of the professional and the client gives rise to 
the duty to protect which requires that the therapist take 
actions in cases where the client is in danger of harm, or 
where there is danger of the client harming others (Fulero, 
1988: Knapp & VandeCreek, i982). 
The APA Ethical Principles (APA, 1990) and Guidelines 
for Counseling psychologists (APA, 1981) support the doctrine 
of a limited confidentiality. Psychologists must keep their 
client's communication confidential "except in those unusual 
circumstances in which not to do so would result in clear 
danger to the person or to others" (Principle 5:, APA, 1990, 
p. 392). Likewise, the counseling psychologist guidelines 
state that "the only deviation from this rule [of 
confidentiality] is in the event of clear and imminent danger 
to, or involving, the [client]" (APA, 1981, p. 659). 
Tarasoff v. Board of Regents of the University of 
California (1976), and a few other very influential cases in 
the field of mental health have caused a stir in the area of 
a duty to warn, even though from an ethical and legal 
standpoint its implications are still highly controversial 
(Brodsky & Schumacher, 1990). Since Tarasoff, there have 
been other cases that have increased the fear of litigation. 
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Hedlund v. Superior Court (1983) fanned the flames producing 
the term Hedlund paranoia (a term coined by George, 1985) 
where a psychologist failed to warn a third party. 
Apparently, the case was widely interpreted to mean that the 
duty to warn extended not only to the third party, but to 
family members of the third party as well (Fulero, 1988). 
This has not been the majority interpretation of this case 
however. 
Other cases have clarified or extended the reach of law 
in this area. In Mavroudis v. Superior Court for the County 
of San Mateo (1980) duty to warn was restricted to only 
specific and foreseeable persons (Knapp & VandeCreek, 1982) 
but extended again in Currie v. united States (1986) to not 
only those situations involving threats of harm to specific 
and identifiable victims but to all foreseeable victims as 
well (Brodsky & Schumacher, 1990: Fulero, 1988). Not all 
states have adopted duty to warn laws. However the trend 
appears to be moving in that direction. For instance, the 
State of Vermont in Peck v. Counseling Service of Addison 
County, Inc. (1985) extended duty to protect to all mental 
health professionals and extended this protection to property 
damage. Finally, there appears to be movement in the 
direction of extending the duty to warn to the duty to commit 
(Currie v. united States, 1986: Schrempf v. State of New 
York, 1985). 
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Research on Confidentiality 
The above ethical questions have generated empirical 
research in three main areas: client beliefs and expectations 
regarding confidentiality; reactions to the disclosure of the 
limits of confidentiality and specific practices related to 
informed consent processes, (i.e., release of information 
forms); and surveys of the attitudes and practices of 
professionals. 
Client beliefs and reactions 
Clients are concerned for their privacy and many 
indicate that their fear of disclosure initially delays them 
from seeking treatment (Lindenthal & Thomas 1982; Shuman & 
Weinger, 1982). The majority of studies show clients 
unrealistically expect complete or absolute confidentiality 
though seldom mind minor technical violations of 
confidentiality such as disclosure within an agency to 
clerical staff or professional supervisors (McGuire, Toal, 
and Blau, 1985). Generally it has been found however, that 
clients are particularly lacking in knowledge about their 
legal rights and about the professional practices in this 
area (Hillerbrand & Claiborn, 1988; Scott, 1989). 
Although the studies cited above seem to indicate that a 
majority of clients expect conditions at least close to 
absolute confidentiality, there are very few studies that 
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provide empirical evidence based on clients in actual 
disclosure situations. Most studies have found that patients 
and potential clients have very negative reactions at 
revelations of routine and automatic release of information 
to third parties and would prefer that little information be 
released without their permission (see Miller & Thelen, 1986; 
Schmidt, Appelbaum, Roth, & Lidz, 1983). 
Most studies seem to indicate that clients have 
unrealistic expectations as to the circumstances ·that produce 
breaches of confidentiality, and that subjects expected less 
and preferred less information to be divulged about the very 
situations that typically demand breaches of confidentiality 
(Miller & Thelen 1986; Tillinghast & VandeCreek, 1985). It 
appears from these studies that the emotionality of issues, 
rather than an understanding of the legal and professional 
standards, dictates the judgments of clients in this area 
(Miller, 1990; Miller & Thelen, 1986). 
Clients often believe they do not have the option to 
refuse to waive release of information forms or believe it 
will negatively impact the quality of treatment they will 
receive if they do. This suggests that most clients tend to 
relinquish their rights to privacy without much concern for 
the implications of such actions, and provides evidence of 
the subtle but effectively coercive nature of release of 
information waivers (Rosen, 1977). 
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However, a number of studies have failed to find any 
significant negative effects from full prior disclosure of 
the limits of confidentiality (Kobocov, McGuire & Blau, 1983: 
Muehleman, Pickens & Robinson, 1985; Haut & Muehleman, 1986). 
In addition, a few researchers have found that information 
release and disclosure, or at least the discussion of the 
limits of confidentiality can have some positive benefits. 
This is especially true if the disclosure is perceived as 
helping treatment or having few negative consequences to the 
client (Appelbaum, Kapen, Walters, Lidz, & Roth, 1984). The 
perceived impact of the consequences of breaches of 
confidentiality might be the most important factor (Merluzzi 
& Brischetto, 1983). However, when subjects were promised 
absolute confidentiality, their level of self-disclosure 
increased (Woods & McNamara, 1980). 
Professional surveys 
Professionals were asked in a number of surveys to rate 
the frequency of the ethical problems they encountered and 
how they handle them. The issue of confidentiality was the 
most frequent cause of concern (Haas, Malouf, & Mayerson, 
1986; Hayman & Covert, 1986). However sensitive.the field 
may be to the implications of duty to warn cases (see Beck 
1990; Fulero, 1988) many professionals still seem to be 
struggling with the ethical and legal mandates to breach 
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confidentiality (Pope et al., 1987). The conclusion to be 
drawn from this area of research is that professionals 
believe strongly in what Haut and Muehleman (1986) call "the 
clinical myth that being clear and specific with clients 
about the limits to confidentiality would lead to decreased 
disclosure" (p. 100). 
Studies of the professional practices and attitudes of 
psychiatrists, psychologists, and social workers about 
confidentiality, clearly show that professionals believe 
confidentiality to be an essential component of the 
therapeutic relationship (Jagim, Wittman, & Noll, 1978) and 
take their duty to maintain confidentiality seriously (Baird 
& Rupert, 1987; Pope et al., 1987, 1988). How this aspect of 
counseling is managed however, varies considerably. In 
surveys of practitioners, it appears that the number of 
counselors and therapists that routinely inform their clients 
at the outset of the limits of confidentiality varies in the 
range of 31% to 40%, with a majority believing that clients 
are only sometimes or rarely so informed (Baird & Rupert, 
1987; Gallagher, 1984). 
There appears to be agreement among practitioners 
surveyed, that when faced with a client who is clearly 
dangerous to others, a breach of confidentiality is 
warranted. For example, in a survey of practitioners using a 
vignette illustrative of a homicidal disclosures, Haas, 
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Malouf, and Mayerson (1986) found high agreement (87%) among 
professionals endorsing a choice to breach confidentiality in 
order to warn a third party or notify the police. But in 
other vignettes in this same study, and in other studies of 
professional practices in this area, there was little 
consensus on what types of situations prompted breaches of 
confidentiality (Brock & Coufal, 1989; Pope et al., 1987, 
1988). 
General conclusions 
The empirical evidence in this area is not clear enough" 
to draw any firm conclusions about the impact of informing 
clients about the limits of confidentiality. There are some 
indications that informing clients about limits to 
confidentiality can negatively impact the level of trust,' 
self-disclosure and willingness to continue in treatment, but 
that prior disclosure is clearly preferable to disclosures 
after the fact. There was little evidence, as Everstine et 
ale (1980) suggested, that frank discussion of the limits of 
confidentiality improves trust and disclosure (Haut & 
Muehleman, 1986). It seems that the reaction to disclosure 
is multidetermined by such factors as mood (Muehleman et al., 
1985), expectations or knowledge of ethical and legal 
practices, perceived impact of the consequences of a breach 
of confidentiality (Taube & Elwork, 1990), and probably most 
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important, the way the clinician handles the disclosure. 
The evidence is fairly clear that to offer absolute 
confidentiality improves self-disclosure (Woods & McNamara, 
1980; Muehleman et al., 1985) but this practice places the 
counselor or therapist in an ethical dilemma and potentially 
exposed to legal liability. This is one area where the legal 
and ethical standards are at odds, resulting from the fact 
that the ethical codes and legal precedents and statutes have 
different conceptual orientations. Given that legal 
constraints exist, and that clients, when asked, report they 
wish to be informed of these limits, most writers recommend 
that practitioners should inform clients as best they can of 
the legal limits and typical practices they adhere to in this 
area (Haut & Muehleman, 1986). 
Violations of Autonomy 
There is a general impression that we are in the midst 
of a "litigation explosion." This view however, appears to 
be exaggerated (Brodsky & Schumacher, 1990; Wilbert & Fulero, 
1988). Hogan (1979) conducted a major review of malpractice 
suits brought to trial. In it he reported that although 
suits against mental health professionals were rising 
dramatically, decisions in favor of the plaintiffs through 
1977 were only rising as high as forty percent. A few very 
influential cases in the field of mental health have caused 
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professionals to fear for their careers and these cases 
(Tarasoff, 1976: Hedlund, 1983), along with the malpractice 
insurance explosion, have created a condition among 
professionals called "litigaphobia", the irrational fear of 
litigation (Brodsky, 1986). 
Malpractice issues 
In the legal sense, protection of client autonomy (and the 
principles of beneficence and nonmaleficence) is supported by 
tort laws. If you unintentionally hurt someone, or fail to 
act in a way that the reasonable person would have in a 
similar situation, then you may be considered negligent. 
Under tort law, negligence is defined as "conduct which falls 
below the standard established by law for the protection of 
others against unreasonable risk of harm" (Cohen, 1983/1990, 
p. 651). 
Malpractice is a form of negligence concerning 
unintentional professional conduct. It is not, however, 
considered malpractice if harm or damages occur because of 
intentional acts or omissions on the part of the 
professional. As long as therapy has remained largely a 
verbal treatment, regulation by the courts has been difficult 
because verbal abuse has generally not been held to be 
evidence of malpractice. However, this situation may be 
changing, especially in the failure to obtain informed 
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consent to treatment as courts are becoming more liberal in 
the recognition of emotional distress as an injury for which 
damages might be awarded (Cohen, 1983/1990). 
Sexual contact between client and therapist 
The most frequent causes of malpractice litigation 
(Lakin, 1988: Liberty, 1987) and ethics complaints (Keith-
Spiegel & Koocher, 1985: Gottlieb, Sell, & Schoenfeld, 1988) 
is sexual contact between therapist and client (Pope, 1990). 
Reports range from as high as 12% percent for male 
professionals who have had sexual involvements with their 
patients and 3.1% for females (Pope & Bouhoutsos, 1986). In 
one survey, 80% of those who reported sexual involvements 
with a client have had involvements with more than one client 
(Holroyd & Brodsky, 1977). The problem is most likely vastly 
underreported by several magnitudes. It seems that only a 
fraction of incidents come to the attention of the public 
(Gartrell et al., 1986: Herman, Gartrell, Olarte, Feldstein & 
Localio, 1987). The penalties are severe for such actions 
including loss of license to practice. In many states 
criminal penalties along with civil liabilities treat such 
exploitations as seriously as rape and assault (Rutter, 
1989). 
Although the majority of practitioners believe it is 
unethical to engage in sexual relations within the 
30 
therapeutic relationship, the problem of intimate 
relationships with former clients is less clear in the minds 
of some practitioners (Pope, 1990). Even though the trend in 
the ethical and legal codes is towards viewing these 
relationships no differently than sexual relations with 
current clients, it seems that many more practitioners 
consider the passage of time to be a significant ethical 
justification for pursuing" these relations after termination 
(Akamatsu, 1988; Gartrellet al., (1986). 
For an effective counseling relationship to exist, there 
must be warmth, caring and a benevolent attitude in the 
therapist towards the client. But these same factors can 
become the basis for the outright manipulation of the 
client's feelings and behaviors whereby the client becomes 
dominated by the therapist to meet the therapist's needs 
(Lakin, 1988). For this very reason, sexual contact and dual 
relationships are prohibited by most professional codes to 
avoid the potential for exploitation and the resulting 
violation of client autonomy (BOrys & Pope, 1989). 
Towards an ethical model of counseling 
Many writers (Van Hoose & Kotler, 1985; widiger & Rorer, 
1984; Wylie, 1989) have suggested that today's ethical 
standards cannot adequately address the complexities and 
subtleties that confront the practitioner on a daily basis. 
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Though professional codes are intended to maximize the 
individual practitioner responsibilities, professional codes 
also exist to protect the autonomy of the profession from 
regulation by outside parties (Hare-Mustin et al., 1979; Van 
Hoose & Kotler, 1985). Given the increase in litigation and 
ethical complaints against counseling professionals, it is 
interesting that the public perception of the effectiveness 
psychologists and psychotherapists has steadily improved over 
the years. However, this perception may be rather global, 
and not based on a solid understanding of .the professional 
role (see Dees, Moser, Buck, Walker, & Nicewander, 1985; 
Wood, Jones, & Benjamin, 1986). 
As many writers have asserted, embedded in the ethical 
principles and codes of practice is an ethical model of the 
therapeutic relationship, though somewhat understated 
(Everstine et al., 1980; Hare-Mustin et al., 1979). 
Responsible therapists "need to take responsibility for 
incorporating ethical standards into their practices, so that 
clients' rights will be an integral part of therapy" (Hare-
Mustin et al., 1979, p. 3). Advocates of clients' rights 
demand a restructuring of the therapeutic relationship away 
from the traditional theories of change which place clients 
in de~endent, powerless positions, towards a model more 
consistent with the goals of independence and self-reliance 
that even the more traditional models espouse (Coyne & 
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Widiger, 1978; Hare-Mustin et al., 1979; Widiger & Rorer, 
1984). 
In this current climate of increased awareness of 
consumer rights, bringing greater involvement of the legal 
system in determining the parameters of the therapeutic 
relationship, with increasing incidence of litigation against 
counselors and psychotherapists for violations of client 
autonomy, there is greater awareness of the need for models 
of counseling and psychotherapy that encourages responsible 
clients, and involves the client as an autonomous partner in 
the therapeutic enterprise (Berger, 1982). In the proposal 
that follows, a survey of ethical practices based on the 
point of view of clients has been developed. It may provide 
some insight into potential clients' perceptions and 
judgments of ethical practice. It is undertaken with the 
assumption that the practitioner's ethical practice could be 
enhanced from listening to these client opinions. 
Summary of Previous Research 
The research cited previously illustrates a number of 
concerns for the implementation of an ethical model of 
counseling and psychotherapy. The research suggests 
inconsistency between what the rules and codes of ethical 
practice dictate to be good ethical practice, and the 
behaviors of practitioners. The data suggest that the use of 
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consistent and complete informed consent procedures by 
professionals is rare, especially in disclosing the legal 
limits of confidentiality. The complexities of managing the 
therapeutic relationship often places the practitioner in the 
middle of social, legal, and ethical dilemmas, the result of 
which produces a lack of agreement among professionals as to 
how to best manage the treatment process. 
One obstacle to greater participation of clients in" 
treatment process is that clients appear know very little 
about the legal and ethical parameters of counseling and have 
unrealistic expectations of their therapists. There have 
been few attempts to understand the client's knowledge and 
perception of counseling ethics and practice. The present 
study proposed to address this need. ThUS, with greater 
knowledge of clients' perspective of ethical practice, the 
profession may be better able to link its own ethical 
, 
practices with the ethics of the client. 
Problem statement 
This study explores the research participant's 
perspective on ethical practice and the relationships between 
the subject's ethical judgment response style and judgments 
of the ethicality of selected therapist behaviors, as well as 
their estimation of the frequency of these behaviors in 
actual practice. Demographic information pertinent to the 
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participant's past experience with counseling and general 
attitudes towards counselors and therapists was used to help 
explore relationships between ethical judgments response 
style and the ethicality ratings of therapists' behaviors. 
The study addresses the following specific questions: 
1) Is there a relationship between subjects' ethical judgment 
style and judgments of the ethicality of the therapist's 
behaviors? 
2) Do past experiences in counseling influence perceptions of 
ethical practices, judgments of therapists' ethicality, 
and perceived attributes of counselors and therapists? 
3) Is there a relationship between perceived attributes of 
counselors or therapists and judgments of ethical practice? 
4) How do ethicality judgments of subjects compare with the 
ethicality judgments of professionals in relation to 




Subjects in the study were student volunteers drawn from 
the Department of Psychology human participants subject pool. 
These persons were induced to participate through the 
opportunity to earn extra point credits for their involvement 
in this research. 
Variables 
There are four main variables of interest in this study. 
Each of them is addressed and measured by a different 
instrument described below. These variables are 1) the level 
of experience with counseling, measured by the Counseling 
Experience Questionnaire (EQ); 2) ethical development level, 
measured by the Ethical Judgment Scale; 3) ethicality 
judgments of counseling behaviors, obtained through the 
Ethics and Practice Questionnaire (E&P); and 4) general 
attitudes towards counselors and therapists, using the 
Counselor Personal Attributes Inventory (CPAI) as an 
indicator of positive or negative attitudes towards 
counselors and therapists. 
Instruments 
Counseling Experience Questionnaire CEQ) 
The purpose of this 14 item questionnaire (Appendix A) is 
to determine the kind of direct experience the subject has 
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had with counseling or psychotherapy, and to assess whether 
this experience has been positive or negative. Those who 
have had direct experience with counseling were asked 
questions pertinent to: the duration of counseling: the type 
of counseling: whether any behavior considered unethical has 
been encountered: and the general impression of their 
experience. Those who have not directly participated in 
counseling or therapy were asked questions to elicit sources 
of their knowledge about counseling, whether they have heard 
of an incident that was considered unethical, and their 
general overall impression of the practice of counseling. 
Ethics and Practice Questionnaire (E&P) 
The Ethics and Practice Questionnaire (Appendix C) was 
constructed on the basis of a survey of psychologists (Pope 
et al., 1987, 1988) and a previous survey of ethical 
knowledge (Hillerbrand & Claiborn, 1988) which was adapted 
specifically for this study. It was designed to elicit 
ethicality judgements from the subjects on 57 behaviors 
related to informed consent, confidentiality, and behaviors 
that might be considered violations of the autonomy of 
clients. Participants were asked to rate each behavior on 
the basis of two judgements. First, an ethical judgment was 
made on whether the behavior was correct according to the 
subjects standards of ethics. Second a frequency judgment 
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was requested; an assessment of the relative frequency that 
the selected behavior was perceived as being practiced. 
Additionally, a subset of the E&P items was utilized for 
a knowledge of counseling scale based on items adapted from 
Hillerbrand and Claiborn (1988). The respective item numbers 
are items 3, 5, 6, 9, 10, 14, 15, 19, 33, 40, 43, & 45 
contained in Appendix C. 
Counselor Personal Attributes Inventory (CPAI) 
The Counselor Personal Attributes Inventory (CPAI), a 
100-item adjective list, was designed to assess the perceived 
attributes of counselors or therapists (Appendix D). Adapted 
from a scale developed by Gough (1957) the PAI has been used 
by a number of researchers Goodyear & Parish, 1978; Hayes & 
Tinsley, 1989; parish, Bryant, & Shirazi, 1976). This 
instrument as adapted for use in this study through use of a 
five-point rating scale, was designed to elicit a global 
evaluation of attitudes towards counselors and therapists. 
Subjects rated the degree to which they think that an 
adjective describes the typical counselor· or therapist. 
Test-retest reliabilities for the PAI, when based on the 
check list format, were reported for samples of college 
students at .90 for a two-day interval, and .94 and .95 for a 
one-week interval based on a target stimulus "Negroes" 
(Parish et al., 1976; Hayes & Tinsley, 1989). criterion-
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related validity was established with other measures of 
racial attitudes at .46 with scores on Westie Summated 
Differences Scale and the EwensAdjective Checklist (.55 
and .66) for college students. Additionally Hayes and 
Tinsley (1989) reported factor loadings for negative 
attitudes measured with the PAl with two factors on a variety 
of measures of counseling and counselors: "Perceptions of 
Counselor Attributes (.77) and "Perception of Facilitative 
Conditions" (.55). 
The Ethical Judgment Scale (EJS) 
The purpose of this instrument, the Ethical Judgment 
Scale, was used to determine if subjects have a dominant 
ethical response style and to help categorize subjects in 
terms of their style of responding to specific ethical 
problems in counseling. This instrument was adapted from the 
Ethical Judgment Scale (Van Hoose & Paradise, 1979). 
Consisting of a series of eleven short vignettes illustrative 
of ethical dilemmas common to the practice of counseling, the 
subjects were asked to choose among five alternative actions 
for each situation. The scale was designed so that five 
different response styles could emerge based on a Kohlberg's 
moral developmental stage theory (Kohlberg, 1963). 
Subjects' responses were classified by one of five 
response styles or ethical orientations: 
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1. Punishment orientation. Decisions and actions 
oriented to strict adherence to rules and standards with a 
focus on the resultant punishing consequences. Absolute 
beliefs of good and bad exist. 
2. Institutional orientation. Decisions, and actions 
oriented to rules as defined by higher authorities. 
3. Societal orientation. Decisions, and actions 
oriented to right and wrong as defined by society and legal 
system. 
4. Individual orientation. Decisions, and actions 
oriented to right and wrong as defined by what is primarily 
best for the client, while taking into account legality and 
the autonomy of others. 
5. Principle or Conscience orientation. Concern for 
general principles of conscience regardless of legal and 
societal consequences. Orientation to what is right 
according to self-chosen ethical principles. 
Three different score methods were utilized: a score 
identifying the dominant ethical response style for each 
subject, the percentage of the different style responses, and 
a score of "correct" responses compared to a sample of 
professionals students studied by Doromal and Creamer (1988) 
which was used as a knowledge about counseling subscale. 
Reliability and Validity data was reported on the 
original fifteen item EJS which has since been revised. A 
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reliability coefficient alpha of .64 was reported for the 
original EJS and a length corrected coefficient alpha of .76 
for the twenty-five item EJS was indicated (Van Hoose & 
Paradise, 1979). It is from the revised EJS that the present 
subset of vignettes was drawn, on the basis of face validity 
of the content and its relevance to the present study. On a 
recommendation by Welfel and Lipsitz (1984) and a previous 
study of content validity "(Doromal and Creamer, 1988), the 
twenty-five item EJS was reduced to eleven vignettes. 
Procedures 
Subjects were recruited by experiment posting on the 
Psychology Department subject pool bulletin board that 
described the study and directed subjects to the time and 
location of the study (see Appendix E). Subjects were 
greeted at the study site, university classrooms, by the 
principal investigator who distributed survey packages 
containing introductory information on the purpose of the 
study, informed consent agreements, survey instruments 
(Appendix A - D) and computerized answer sheets. Researchers 
introduced the study by summarizing its purpose, reviewing 
the informed consent materials, and securing participants' 
written voluntary consent for participation. Procedures for 
receiving extra credit were reviewed. All subjects initially 
completed the Counseling Experience Questionnaire (Appendix 
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A). Subjects then answered the next three questionnaires 
(Appendix B - D), each with its respective answer sheet 
provided. The order of questionnaire presentation was 
varied according to a Latin Square design to control for 
order of presentation effects. Most subjects completed the 
survey instruments in approximately one hour, with the entire 
procedure lasting no longer than two hours from stated start 
time to finish. A debriefing information sheet was provided 
to all participants upon completion of the questionnaires and 
directed participants to resources should any questions about 
this study emerge. 
Data analyses 
Data analyses were conducted to address the following 
questions. 
What are the relationships between ethical judgment 
style and judgments of ethicality? The data between the 
Ethical Judgment Style (EJS) and the Ethics and Practice 
(E&P) questionnaire were compared. Correlations between 
scores of EJS and the E&P overall ethical ratings, as well as 
subs cores in informed consent, confidentiality, and autonomy 
scales were calculated. Individual items on EJS were 
compared, via correlations to corresponding content subscales 
on the E&P. 
Do past experiences in counseling influence perceptions 
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of ethical practices, judgements of ethicality, knowledge of 
counseling, or perceived attributes of counselors and 
therapists? The demographic data were used as the basis of 
a series of correlational studies with the other instrument 
scores. Factor analyses of the E&P and the CPAI were used to 
create component subs cales that were then correlated to the 
Experience Questionnaire items. Group difference scores and 
t-tests were utilized to determine differential outcome on 
scores on the CPAI, EJS, and the E&P subscales. 
Is there a relationship between perceived attributes of 
counselors or therapists and judgment of ethical practice? 
Factors from the CPAI were correlated with factor scores from 
the E&P questionnaire. 
How do ethicality jUdgments of subjects compare with 
ethicality jUdgments of professionals? Percentages of 
responses by psychologists in a national survey conducted by 
Pope et al., (1987) were compared to the responses of the 




The sample consisted of 241 women and 97 men, a ratio of 
28.7% to 71.3%. Examination of Table 1 reveals that the 
subjects were mostly young (mean age of 21 years with a 
majority 25 years or younger). All were recruited from the 
Psychology Department research subject pool. Freshmen and 
sophomores were heavily represented in the sample. 
There were statistically significant gender differences 
for age (chi-square = 27.0 E<·001), with men being on the 
average more than one year older (~ = 21.7, SD= 4.59) than 
women (M = 20.3, SD= 4.22). A greater proportion of women 
were 25 years or younger (94.4%) compared to their male 
counterparts (88.9%). 
Experience with Counseling and Psychotherapy 
The Experience Questionnaire (EQ) 
The EQ was administered to determined the type of experience 
subjects had with counseling or therapy and was designed to 
describe the varying degrees of experience with counseling 
(see Appendix A). 
Of this sample, 93 subjects (27 men and 66 women or 
28.7% of the total sample) answered "Yes" to having had 
directly participated in counseling or psychotherapy. The 
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Table 1. Subjects characteristics by gender (N = 343) 
% % 
Characteristic Gender n total gender 
Gender: Male 97 28.7 100.0 
Female 241 71.3 100.0 
Age: 
Up to 19 Male 28 8.7 31.1 
Female 141 43.7 60.5 
20 to 25 Male 52 16.1 57.8 
Female 79 24.5 33.9 
26 to 30 Male 3 0.9 3.3 
Female 5 1.5 2.1 
31 to 35 Male 4 1.2 4.4 
Female 1 0.3 0.4 
Over 35 Male 3 0.9 3.3 
Female 7 2.2 3.0 
Education: 
Freshmen Male 23 6.7 23.7 
Female 88 25.7 36.5 
Sophmore Male 29 8.5 29.9 
Female 101 29.5 41.9 
Junior Male 22 6.4 22.7 
Female 32 9.3 13.3 
Senior Male 15 4.4 15.5 
Female 13 3.8 5.4 
Postgrad Male 5 1.5 5.2 
Female 3 0.9 ·1.2 
Graduate Male 1 0.3 1.0 
Female 1 0.3 0.4 
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proportions of men to women with experience in counseling is 
comparable to the ratio of men to women in the total sample. 
Table 2 shows the age distributions of those with prior 
counseling experience, compared to those without counseling 
experience. Those with prior counseling experience were 
significantly older than those without prior counseling 
experience (with prior experience X = 24.0, without prior 
experience X = 20.4, E<.OOl, two-tailed). 
For those subjects 25. or older, almost half indicated 
prior experience in counseling. Tables 3 through 5 depict 
the responses of those with direct counseling experience. 
Examination of Table 3 indicates that men and women 
significantly differed in only one aspect with respect to the 
type of counseling they experienced. A greater proportion of 
women than men with counseling experience had individual 
counseling (Chi-square = 8.1, E<.Ol) while men had a greater 
percentage involved in other types of counseling, especially 
group counseling where men were 60% of those who indicated 
experience in group counseling. Men also participated in 
greater proportions than women in family counseling (45% of 
those with experience) perhaps suggesting that men might be 
less likely to enter counseling on their own, and more likely 
to enter counseling in response to a family member or 
significant other. 
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Table 2. Prior counseling experience by age (N = 343) 
Age 
Up to 19 
20 to 25 
26 to 30 






















Note. Data may not sum to 100% to due to 
missing data. 
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Table 3. Percentages of respondents with various types of 
counseling experiences 
Full With prior 
sample counseling 
(!! = 343) (n = 93) 
% % % % 
Type Gender n total gender total gender 
Experience Male 27 7.9 27.8 29.0 100.0 
in counseling Female 66 19.5 27.4 71.0 100.0 
Individual Male 13 3.8 13.4 14.0 48.1** 
counseling Female 53 15.5 22.0 57.0 80.3 
Marital or Male 2 0.6 2.1 2.2 7.4 
couple Female 6 1.8 2.5 6.5 9.1 
Family Male 13 3.8 13.4 14.0 48.1 
counseling Female 29 8.5 12.0 31.2 43.9 
Group Male 9 2.6 9.3 9.7 33.3 
counseling Female 15 4.4 6.2 16.1 22.7 
More than Male 10 2.9 10.3 10.8 37.0 
1 type of Female 30 8.7 30.9 32.3 45.5 
counseling 
Note. Comparison made between percentages of male 
and female subjects with prior counseling experience using 
chi-square test of independence. 
**p<.Ol. 
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Degree of experience 
Table 4 describes various aspects and features of the 
counseling experience for those subjects (n = 93) who had 
prior experience in counseling. There were no significant 
differences between men and women for any of these variables. 
As noted in the table, the majority of subjects have had a 
counseling experience of short duration, a limited number of 
sessions (under 7 sessions), and worked with only one 
counselor or therapist. 
Rating of counseling experience 
The majority of those with counseling experience (74.2%) 
said they had not experienced what they considered unethical 
behavior (see Table 5). There were 15 people (16.1%) who 
were unsure if they had experienced unethical behavior: the 
men with experience (29.6%) being somewhat more unsure than 
women (10.6%). However, nine subjects (9.7% of those with 
prior counseling experience) said they had experienced 
unethical behavior. 
As shown in Table 5, subjects' rating of their own 
counseling experiences was generally positive with average 
responses in the mixed category (on a Likert scale of 1 to 5 
with 1 equal to "extremely negative" and 5 equal to 
"extremely positive" , the mean response equaled 3.3, SD = 
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Table 4. Percentage of responses with prior counseling 
experience by gender (n = 93) 
Item Response ratings 
Duration Up to Up to Up to Up to Over 
(in months) 1 3 6 12 12 
Males 50.0 21.4 3.6 7.1 17.9 
Females 42.4 25.8 13.6 4.5 13.6 
Totals 44.7 24.5 10.6 5.3 14.9 
# of 
sessions 1 - 6 7 - 12 13 - 24 25 - 50 over 50 
Males 55.6 18.5 7.4 11.1 7.4 
Females 53.0 12.1 13.6 15.2 6.1 
Totals 53.8 14.0 11.8 14.0 6.5 
# of 
counselors 1 2 3 4 over 4 
Males 48.1 29.6 11.1 3.7 7.4 
Females 43.1 32.3 18.5 3.1 3.1 
Totals 44.6 31.5 16.3 3.3 4.3 
Note. Data may not sum to 100% due to missing data. 
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Table 5. Ratings of prior counseling experience by gender 
Male Female Total 
en = 27) en = 66) en = 93) 




No 17 63.0 52 78.8 74.2 
Not 
sure 8 29.6 7 10.6 16.1 





negative 2 7.4 2 3.0 4.3 
Mostly 
negative 3 11.1 9 13.6 12.9 
Mixed or 
neutral 13 48.1 23 34.8 38.7 
Mostly 
positive 8 29.6 22 33.3 32.3 
Extremely 
positive 1 3.7 10 15.2 11.8 
Note. Data may not sum to 100% due to missing data. 
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1.0) 'and almost half (44.1%) responding either mostly 
positive or extremely positive. sixteen subjects (17.2%) 
rated their counseling experiences as mostly negative or 
extremely negative experiences. 
Sources of Knowledge About Counseling 
Source knowledge by gender 
Table 6 displays the main sources of knowledge about 
counseling by gender. Subjects were asked to identify only 
one main source of knowledge about counseling. Although men 
and women did not differ significantly in the magnitude of 
their choices, they differed somewhat in the ranking of their 
main sources of knowledge. The media, described as 
television, radio, or magazines received the highest 
percentage (33.0%) overall and ranked highest with men and 
women. Gender differentiated rankings are presented in Table 
6. 
Source knowledge by prior experience 
Table 7 displays sources of knowledge about counseling 
and compares those with prior counseling experience (n = 93) 
and those without prior counseling experience (n = 250). The 
media were chosen as the main source of knowledge by 33.8% of 
the total sample (N = 343) and 42.7% of those without prior 
experience. Classes or training was the next highest 
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Table 6. Source of knowledge about counseling by gender, 
ranked by percentages of total responses 
Male Female Total 
(n = 97) (rr = 241) (N = 343) 
Source n % n % % 
Media 40 41.2 74 30.7 33.2 
Class or 
training 17 17.5 67 27.8 24.5 
Direct 
participation 20 20.6 39 16.2 17.2 
Friends or 
acquaintances 9 9.3 36 14.9 13.1 
Family or 
significant 11 11.3 25 10.4 10.5 
others 
Note. Of those subjects with prior counseling 
experience, only 62% indicated direct participation.as 
their main source of knowledge about counseling. 
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Table 7. Source of knowledge about counseling comparing 
subjects with prior counseling experience and 

































category for the total sample (24.5%) and for those without 
prior experience (29.8% of those without experience). 
Although direct counseling participation was the highest 
category for those with prior experience, it is interesting 
to note the discrepancy between those who had prior 
counseling experience (27.4% of the total sample) and those 
who indicated direct participation in counseling as their 
major source of information about counseling (17.3% of the 
total). About one third of those who said they had prior 
counseling experience (39 subjects, or about 42%.of those 
with prior experience) chose a different response as to their 
main source of information about counseling. Additionally, 
five subjects without prior counseling experience chose 
direct participation as their main source of knowledge about 
counseling, perhaps a sign of confusion or simple 
carelessness on the part of these subjects. 
Table 8 examines whether subjects have knowledge of the 
unethical treatment of others that may impact their 
ethicality judgements comparing those with prior counseling 
experience and those without prior counseling experiences. 
About 10% of the total sample (35 subjects with N = 343) had 
heard of the unethical treatment of others while most (77.4%) 
had not. Forty-two subjects (12.4% of the total) indicated 
being not sure, suggesting some of the difficulty in defining 
What is ethical and what is not. 
55 
Table 8. Knowledge about the unethical treatment of others 
in counseling, comparing those with prior 
counseling experience, and those without prior 
counseling experience 
With prior without prior 
counseling counseling 
experience experience Total 
en = 93) en = 250) eli = 343) 





no 73 79.3 190 76.6 77.4 
not 
sure 9 9.8 33 13.3 12.4 
Yes 10 10.9 25 10.1 10.3 
Note. Data may not sum to 100% due to missing data. 
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Table 9. Depth of knowledge about the experiences of others 
in counseling, comparing those with prior 






























(n = 250) (N: = 343) 
n % % 
56 22.8 21.8 
63 25.6 21.2 
95 38.6 36.6 
21 8.5 10.9 
11 4.5 9.4 
Note. Responses coded: 1 = None, 2 = Heard about 
others, 3 = Talked with another, 4 = Talked in-depth with 
another, 5 = Talked with more than 1 person. 
aSignificant difference between group means for depth of 
knowledge (with experience H = 3.14, without experience 
H = 2.47; ~ = 4.7, R<.OOl, two-tailed). 
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Although there were no significant differences between 
the two groups in their knowledge of unethical treatment of 
others (Table 8), Table 9 reveals significant differences in 
the depth of knowledge about the counseling experiences of 
others (t = 4.7, ~<.001). When asked how much the subjects 
had heard or discussed about someone else's counseling or 
therapy experience, the results show that those with 
counseling experience have talked with others about their 
counseling experiences in greater depth and with more people 
(M = 3.14) than those without prior experience (M = 2.47). 
Overall rating of ethical practice 
Table 10 displays the overall judgement by the subjects 
of how ethical is the practice of counseling and 
psychotherapy. About 75 percent of the total sample believed 
counselors and therapists to be mostly or extremely ethical 
in their practices with an overall median response in the 
mostly ethical category. There is a significant difference 
(t = 2.09, ~<.05) in the mean rating of ethicality between 
those with prior experience (~ = 3.91) and those without 
prior experience (M = 3.75). 
Inter-item Correlations of Experience Questionnaire 
Table 11 shows the correlations between the various 
items on the Experience Questionnaire (EQ). out of a total 
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Table 10. Rating of ethical practice by those with prior 


























without prior a 
counseling 
experience Total 
(n = 250) (!i = 343) 
n % % 
l' 0.4 0.3 
10 4.0 3.5 
56 22.7 21.5 
162 65.6 65.5 
18 7.3 9.1 
Note. Responses coded: 1 = Extremely unethical, 2 = 
Mostly unethical, 3 = Mixed or neutral, 4 = Mostly 
ethical, 5 = Extremely ethical. 
aSignificant difference between group mean rating of 
ethical practice (with experience ~ = 3.91, without 
experience M = 3.75; t = 2.09, E<.05, (two-tailed). 
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of 166 possible correlations, 42, or 25%, were significant. 
As mentioned above, age was significantly associated with sex 
(£ = -.15, E<.Ol) as well as with level of education and 
experience in counseling (~=.20, E<.OOl). For those who had 
prior experience in counseling (n = 93), a higher number of 
sessions (r = .20) and experience with more than one 
counseling type (r = .11) is mildly associated with age 
(E<.05). There is a slightly negative correlation between 
age and positive ratings of prior counseling experience (r = 
-.08) and between age and the overall rating of ethical 
practice (r = -.10). Those whose prior experience included 
couple or marital therapy tended to be older as shown by the 
moderate correlation between age and item six (r = -.34, 
E<·OOl). 
Experience in counseling 
EQ item one, prior experience in counseling, was 
answered by the full sample to determine whether subjects had 
direct experience in counseling. If the subject answered 
"yes", then they were directed to answer items two through 
14, whereas those subjects who answered "no" were directed to 
skip to item 11 through 14. (Please see Table 11 for a 
description of EQ items.) Item one is a constant for items 
two through item ten, therefore correlations could not be 
computed for items 2, 3, and 10. 
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Knowledge of other's 
experience (11) 








































































Note. Items 2 through 10 answered by those with 
counseling experience only· (n = 93). Items 5 - 8 coded 1 = 
yes, 2 = no. 
a"nc" denotes items where correlation could not 
be computed. 
*~<.05. **~<.Ol. ***~<.001. 
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Table 11. (continued) 
EQ. item 
Dur- # of Coun- Ind-
Item (#) ation Sessions selors ividual 
Duration 
# of sessions (3) .77*** 
# of counselors (4) .66*** .65*** 
Individual (5) .03 .05 -.13 
Couple/marital (6) -.09 -.16 -.17 -.06 
Family (7) -.13 -.06 -.08 -.37*** 
Group (8) -.32** -.44*** -.42*** -.22* 
Unethical behavior 
experience (9) .23 .03 .16 .07 
Counseling experience 
rating (10) .12 .28** .07 -.13 
Knowledge of other's 
experience (11) .24* .30** .33** -.03 
Heard of other's 
unethical 
treatment (12) .07 .11 .13 -.11 
Overall rating 
of ethical 
practice (14) .02 .12 .07 -.17 
# of counseling modes 
experienced (15) .34*** .38** .51*** -.24* 
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.04 -.18* -.01 
-.01 .16 - .. 12 -.43*** 
-.08 -.02 -.30** -.07 
-.01 .03 -.08 .14 
-.10 .22* -.00 -.35*** 
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.43*** .18**- -.01 





Group therapy was most consistently associated with the 
duration indicators, EQ items 3, 4, and 15, with correlations 
ranging from -.32 (E<.Ol) to -.44 (E<.OOl) showing that those 
who attended group therapy tended to have counseling of 
longer duration, have a greater number of counselors, greater 
experience with more than one type of counseling (r = -.56, 
E<.OOl) as well as greater knowledge of the experience of 
others in counseling. 
qf the 41 subjects who attended family counseling (45% 
of those subjects with counseling experience - see also Table 
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3), seven subjects admitted they experienced unethical 
behavior or 77.5% of all subjects (n = 9) who experienced 
unethical behavior. Thus, family counseling was the only 
type of counseling to be significantly correlated with the 
experience of unethical behavior. 
There are strong correlations between the experience of 
unethical behavior (item 9), and the overall rating of the 
counseling experience (item 10 ~ = -.43 E<.OOl), as well as 
overall ethicality judgements (item 14 r = -.35, E<.OOl). 
The more positive rating of counseling experiences are 
significantly related to having not heard of other's 
unethical treatment (r = -.29 E<.Ol). 
From the results shown on Table 11, direct experiences 
impact overall ethicality judgements to a greater extent than 
does the vicarious knowledge of other's experiences in the 
direction consistent with the quality of counseling 
experiences. In fact, having more knowledge of other's 
experience (item 11) not only increases the likelihood of 
hearing of other's unethical treatment (item 12: r = .18 
E<.OOl), but is also associated with an increase in the 
overall rating of ethical practice (item 14: r = .18 E<.OOl). 
Apparently, much of what is heard from others is positive in 
nature. 
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Attitudes Towards Counselors and Therapists 
Counselor Personal Attribute Inventory 
The Counselor Personal Attribute "Inventory (CPAI) was 
coded in such a way as to result in a possible score from a 
minus 250 to a plus 250 for each subject based on the valence 
of each of the fifty attributes listed. Actual scores ranged 
from minus 68 to plus 186 with a mean score of 99.6 (SD= 
39.8). The three attributes that were indicated to be most 
like the typical counselors and therapists were (by mean 
response in rank order) "understanding" (M = 4.26), "calm" (M 
= 4.23) and "helpful" (M = 4.23). Those attributes judged to 
be least like the typical counselor or therapist were 
"unintelligent" (M = -1.43), "irresponsible" (M = -1.45), and 
"cruel" (M = -1.49). 
Factor analysis of the CPA! 
A factor analysis was performed on the CPA! for the full 
sample (N = 343) in an exploratory manner suggested in 
Strahan (1974) and Tinsley and Tinsley (1987). Using a 
principal components analysis, a general factor was found 
which accounted for 25 percent of the total variance of the 
attributes. All other components resulted in less than six 
percent of the total variance. This is consistent with the 
results of Hayes and Tinsley's (1989) factor analysis of the 
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PAl (Parish, Bryant, & Shirazi, 1976) from which the CPAI was 
derived where it was determined there was a general factor 
underlying the PAl entitled "Negative attitudes" (p. 494). 
Four different factor solutions were conducted ranging 
from one extracted factor to eight extracted and rotated 
factor solutions. When a varimax rotation of the factors was 
utilized, a two factor solution emerged that was 
characterized by those attributes that were either positively 
or negatively loaded (see Table 12). The first rotated 
factor is termed the Negative factor and the second factor 
the positive factor both representing general attitudes of 
the subjects towards counselors and therapists. Using this 
two factor solution increased the percentage of total 
variance explained to 31 percent and allowed the partitioning 
of results into positive and negative attributes. 
After the factor rotation, items were chosen for 
inclusion in subsequent data analysis based on the factor 
loadings. In order to maximize the orthogonal qualities of 
the factors, only those items whose rotated factor loadings 
were greater than the absolute value of .30 on both the 
ethics ratings and the practice ratings were used. Those 
factors that loaded on both factors at a level greater then 
the criterion were discarded from the factor scaling. Table 
12 shows the rotated factor loading matrix and summary 
statistics of the factor analysis. Those items that were 
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Table 12. Rotated factor loading matrix from Counselor 
Personal Attribute Inventory (CPAI) items 
Negative positive 
h2 # Attribute factor factor 
1. active -.02 .54 .29 
2. affectionate .03 .48 .23 
3. alert -.21 .49 .28 
4. appreciative -.11 .53 .29 
5. awkward .43 -.22 .24 
6. bitter .55 -.10 .32 
7. calm -.38 .16 .16 
8. careless .47 -.21 .26 
9. cheerful -.03 .59 .35 
10. clear thinking -.30 .37 .23 
11. complaining .57 .01 .32 
12. conceited .54 -.06 .29 
13. confident -.29 .28 .17 
14. confused .50 -.13 .27 
15. conscientious -.23 .17 .08 
16. cooperative -.38 .45 .35 
17. cowardly .55 -.16 .32 
18. cruel .57 -.24 .38 
19. deceitful .47 -.08 .23 
20. dependable -.36 .34 .25 
21. despondent .39 .20 .19 
22. determined -.24 .53 .34 
23. energetic -.13 .60 .38 
24. fairminded -.32 .37 .24 
25. fickle .54 -.04 .29 
26. foolish .56 -.19 .36 
27. foresighted .06 .14 .02 
28. forgetful .46 -.21 .26 
29. gloomy .52 -.28 .35 
30. good-natured -.29 .47 .31 
31. greedy .46 -.21 .25 
32. handsome .02 .36 .13 
33. hasty .46 -.11 .22 
34. healthy -.17 .51 .29 
Note. Loadings underlined denote items selected for 
inclusion in subsequent data analysis. 
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Table 12. (continued) 
Negative positive 
# Attribute factor factor h2 
35. helpful -.29 .54 .37 
36. hostile .60 -.08 .37 
37. humerous -.05 .56 .32 
38. imaginative .04 .57 .33 
39. impatient .57 -.19 .37 
40. indust<rious -.07 .36 .13 < 
41. initiative -.16 .43 .20 
42. intolerant .59 -.16 .37 
43. inventive -.00 .51 .26 
44. irresponsible .57 -.22 .38 
45. irritable .66 -.19 .46 
46. jolly .02 .55 .31 
47. kind -.40 .56 .47 
48. mannerly -.19 .37 .18 
49. masculine .05 .24 .06 
50. nagging .65 -.13 .44 
51. natural -.28 .56 .39 
52. obnoxious .66 -.13 .46 
53. organized -.36 .39 .29 
54. original -.11 .61 .38 
55. patient -.40 .36 .29 
56. pleasant -.40 .56 .47 
57. poised -.18 .36 .16 
58. prejudiced .50 -.14 .27 
59. progressive -.02 .42 .17 
60. quarrelsome .58 -.06 .34 
61. queer .50 -.20 .29 
62. quitting .58 -.11 .35 
63. rational -.34 .31 .21 
64. rattlebrained .63 -.07 .40 
65. relaxed -.32 .28 .18 
66. resentful .65 -.06 .42 
67. resourceful -.29 .45 .28 
68. rude .67 -.27 .53 
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Table 12. (continued) 
Negative Positive 
# Attribute factor factor 
69. self-centered .64 -.15 .43 
70. self-confident -.24 .43 .24 
71. self-controlled -.41 .40 .33 
72. self-pitying .61 -.16 .40 
73. selfish .68 -.21 .50 
74. shallow .60 -.25 .42 
75. shiftless .55 -.15 .32 
76. show-off .60 -.17 .37 
77. sincere -.35 .50 .37 
78. slipshod .59 .01 .35 
79. snobbish .59 -.20 .39 
80. spineless .56 -.26 .39 
81. stable -.40 .41 .32 
82. steady -.36 .43 .33 
83. stingy .60 -.07 .36 
84. strong -.20 .47 .26 
85. sulky .58 -.01 .34 
86. sympathetic -.27 .44 .26 
87. tactfull -.34 .28 .19 
88. tactless .55 -.28 .39 
89. thankless .55 -.20 .34 
90. tolerant -.34 .41 .29 
91. touchy .54 .09 .31 
92. trusting -.26 .52 .34 
93. undependable .63 . -.15 .42 
94. understanding -.38 .49 .38 
95. unfriendly .58 -.31 .43 
96. unintelligent .44 -.26 .27 
97. unkind .47 -.33 .31 
98. warm -.28 .62 .47 
99. weak .46 -.31 .31 
100. whiny .58 -.14 .36 
summary statistics 
Eigenvalue 19.12 11.86 30.98 
% total variance 19.12 11.86 30.98 
% common variance 61.72 38.28 100.00 
(trace) 
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included in the factor scales were then summed to obtain the 
3 scale scores for each individual subject. 
CPAI Reliability 
Table 13 shows the reliability analysis and 
intercorrelations of the items that make up the three 
component scales (the principal component and the two factor 
solution). The negative factor has the highest alpha (.94) 
'and is most highly correlated with the general factor (r. 
= .94 ~<.001) supporting the notion of the CPAI measuring 
attitude valence, especially negative attitude. There is a 
moderately high negative correlation between the negative 
factor and the positive factor (~ = -.53) but it is well 
below alpha coefficients for the negative factor (.94) and 
the positive factor (.90). 
When item responses for each factor were summed, means 
for the scales ranged from -74.4 for the negative factor, 
-66.3 for the general factor negative attitudes, to 112.3 for 
the positive factor. The fact that the positive factor has a 
higher absolute score suggests a more positive than negative 
attitude on the part of the subjects towards counselors and 
therapists overall, but could also reflect the demand 
characteristics of the items themselves. From the 
reliability data from this and the other research 
questionnaires (see below), the CPAI seems to be a valid 
indicator of general attitudes towards counselors. 
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Table 13. Intercorrelations of Counselor Personal Attribute 



















Note. Data in parenthesis indicates CPAI coefficient 
alpha reliability data. 
***~<.001. 
Correlations with Experience Questionnaire 
The CPAI factor scores correlated significantly with 
other items obtained from the Experience Questionaire as 
shown in Table_14. Attitudes were less negative towards 
counselors and therapists for females and those who reported 
positive counseling experiences. Correlations with overall 
rating of the ethical practice were consistent and in the 
expected direction; those who had experienced unethical 
behavior (item 9) and gave a lower overall rating of 
counseling ethicality (item 14) attributed to counselors and 
therapists more negative characteristics. There were 
significant gender differences. Males attributed to 
counselors and therapists more of the negative attributes 
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Table 14. Correlations of Counselor Personal Attribute 
Inventory (CPAI) factors with Experience 
Questionnaire (EQ) 
CPAI factors 
EQ General Negative Positive 
Item (#) factor factor 
Age .10 .07 
Sexa -.25*** -.26*** 
Education -.05 -.02 
Experience (1) .09 .09 
Duration (2) -.18 -.15 
# of sessions (3) -.28** -.26* 
# of counselors (4) -.24* -.18 
Individual (5) .11 .05 
Couple/marital (6) -.03 .04 
Family (7) .05 .07 
Group (8) .06 .01 
Unethical behavior 
experience (9) .37** .34** 
Counseling experience 
rating (10) -.44*** -.37** 
Knowledge of other's 
experience (11) -.04 -.06 
Heard of other's 
unethical 
treatment (1?) .06 .08 
Overall rating 
of ethical 
practice (14) -.38*** -.31*** 
# of counseling modes 
experienced (15) -.11* -.11* 
Note. Items 2 through 10 answered by those with 
counseling experience only (n = 93). All other items 
answered by the whole sample (N = 342). 
asex coded: Males = 1, Females = 2. 




















with greater strength than did the females. Mean score for 
the negative factor for Males was -84.1, whereas females had 
a mean of .-70.5 (j: = 4.5, E<.OOl). 
The strongest correlation was between a high overall 
rating of counseling practice (by those with counseling 
experience) and the positive attributes factor (r = .46, 
E<.OOl). Having fewer counseling sessions, or only one 
counselor is associated with a more negative attitude (the 
negative factor) towards counselors and therapists (~ = -.28, 
E<.Ol), while the inverse - a greater number of sessions or 
counselors - is not significantly associated with positive 
attributes (the positive factor). 
Ethical Judgements and Ethical Styles 
Ethical Judgment Scale 
The Ethical Judgement Scale (EJS) used eleven items 
-
depicting situations involving ethical issues specifically 
related to counseling practices. The purpose of using this 
instrument was to determine if there was any association 
between global ethical styles (relatively consistent 
responses across a number of unique ethical situations) and 
the ethical judgements towards counselors and therapists 
obtained in the other questionnaires. 
Table 15 shows the item responses by ethical stages. 
The assumption of the EJS instrument is that each response 
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Table 15. Item means, standard deviations, and percentage of 
subjects (N = 342) responding to the Ethical 
Judgement Scale (EJS) items by ethical stage 
Item M So 1 
1. 2.80 0.88 2.3 
2. 3.13 0.69 0.6 
3. 2.92 1.21 12.5 
4. 3.75 0.97 3.5 
5. 4.29 0.93 1.2 
6. 4.02 1.38 10.8 
7. 3.69 0.89 8.1 
8. 3.15 1.05 1.5 
9. 2.45 1.25 34.3 
10. 3.20 0.72 2.6 
11. 3.25 1.15 12.8 
a Ethical stages 
2 3 4 
40.1 36.3 17.2 
14.8 57.3 25.6 
23.0 41.9 5.5 
4.7 27.9 41.6 
7.8 2.0 38.4 
3.5 18.9 6.4 
2.0 4.7 83.1 
40.5 2.9 51.6 
10.2 43.9 1.2 
7.0 61.0 26.2 













Note. Responses 1 through 5 may not sum to 100% due to 
missing data. 
agtage codes: 1 = PUnishment, 2 = Institutional, 3 = 
Societal, 4 = Individual, 5 = Principle •. 
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is representative of one type of response style (or stage), 
and that each of these styles represents a Kohlbergian 
hierarchy of developmental stages. Therefore, the higher the 
mean on each item, the more the answers (based on a five 
point Likert scale) represent a higher developmental response 
on the part of test takers. Mean responses ranged from 2.45 
(item 9, a situation involving a counselor going to court) to 
4.29. (item 5, depicting a birth control counseling 
situation). The overall mean response to the EJS was 3.2. 
EJS ethical styles 
The main indexes of interest from the EJS apart from 
responses to individual items are the distribution of 
responses according to the style classifications, the modal 
response for individuals and groups and the overall composite 
score across all eleven items. Table 16 shows the 
distribution of responses by style and by item response type. 
Each question can only be answered by one type of 
response. EJS style is determined by counting the responses 
to each question that correspond to each of the five type of 
responses. Individual responses ranged from zero responses 
for all types to a maximum of nine responses (for the 
Individual style) by some subjects. The EJS style, 
therefore, is the modal response type. As Table 16 shows, 
the overall response style for this sample was the Societai 
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Note. Overall response mean = 3.2 for all coded 
items where Punishment = 1, Institutional = 2, Societal = 3, 
Individual = 4, Principle = 5. 
a EJS style is the modal response style for each subject. 
b Item response distribution means are the count of 
responses in that style averaged over the 11 EJS items for 
the total sample (N = 342). 
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style, represented by 161 subjects or 47.2 percent of the 
total subjects (N= 342). The mean number of responses used 
corresponding to this style (out of eleven total responses) 
was 3.4 or 30.5% of the total responses given. The 
Individual style was the second most often chosen response 
type with 109 subjects identified by that style. 
Reliability and intercorrelations of the EJS 
Table 17 displays the intercorrelations a~ong the scales 
of the EJS and the reliability coefficients (coefficient 
alpha) for each of the scale types as well as the scale 
composites. The EJS scale is determined by summing across 
all responses and therefore has a possible range of 11 to 55. 
In actuality, the EJS ranged from 22 to 47 with a mean of 
36.6. The MS represents the modal stage score. The overall 
reliability for the EJS was 0.19 (coefficient alpha). 
The reliability data for each stage scale was determined 
by treating each scale separately. The results. are indicated 
in Table 17 in the parenthesis under each scale heading. 
Given the small number of items for each scale, the 
reliability coefficients are low as would be expected. It 
would also be expected that each scale would be associated 
negatively to each other, as to choose one is to exclude all 
others. Correlations between each stage scale range from 
-0.04 to -.35 and most significant to the .001 level. 
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Table 17. Intercorrelations of Ethical Judgement Scale (EJS) 
PUN INS SOC IND PRI EJS a 
PUN ( .14) 
INS -.04 ( .12) 
SOC -.20*** -.35*** ( .04) 
IND -.26*** -.35*** -.32*** ( .21) 
PRI -.19*** -.10* -.25*** -.34*** ( .10) 
EJS -.68*** -.47*** -.06 .42*** .59*** ( .19) 
MS -.30*** -.36*** -.19*** .46*** .23*** .56*** 
Note. Data in parenthesis indicate reliability 
coefficient alpha (N = 342). 
aScale codes: PUN = punishment, INS = institutional, 
SOC = societal, IND = individual, PRI = principle,EJS = 




Ethical Judgments and Prior Experience 
Table 18 shows the correlations of the Ethical Judgement 
Scale subscales, the EJS total (EJS), and the Modal Style 
eMS). The correlations are in general low and insignificant 
with a few exceptions of interest. 
Gender differences 
There were significant differences between men and women 
on the EJS in total score and in the distribution of 
responses among the styles. Table 19 shows the distribution 
of mean responses by gender for all eleven items of the EJS. 
Only two items differed significantly between men and women, 
item 4 and 5. Both these items may be of significant 
interest to females as they describe situations regarding 
abortion and birth control. Mean score for females on item 4 
was 3.8, whereas for men it was 3.5 (t = 2.93, E<.Ol). For 
item 5, mean score for men was 4.0; for women 4.4 (t = 3.3, 
E<·OOl). 
Although men and women differed significantly on only 
these two items, there were significant differences in their 
response style distribution. Table 20 shows the modal style 
distribution (MS) by gender. The mean EJS score was 
different for men and women, with women (~ = 3.30) responding 
towards the "Principle" style end of the scale, and men (M = 
3.06) responding significantly lower (t = 2.35,2<.05). 
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Table lS. Correlations of EJS scales with Experience 
Questionnaire (EQ) 
Ethical stage EJS scale 
EQ 
Item PUN INS SOC IND PRI EJS MS 
Full sample (N = 342) 
AGE -.03 -.04 .02 .05 -.04 -.00 .01 
SEX -.13* -.02 -.02 .02 .09* .14** .13* 
EDU -.05 -.01 .03 .02 -.00 .02 -.04 
EQ1 -.09 .09 -.03 -.06 -.04 -.10 -.07 
EQ11 -.OS -.13** .02 .11* .03 .14** .OS 
EQ12 -.07 .05 -.05 .07 -.06 .00 .03 
EQ14 -.11* -.13** .09* .16** -.OS .13* .OS 
with counseling experience (n = 93) 
EQ2 -.05 -.15 .1S -.02 -.07 -.02 .14 
EQ3 -.07 -.09 .04 .OS -.09 -.03 .19* 
EQ4 -.07 -.13 .10 .05 -.04 .05 .1S* 
EQ5 .05 .20* .14 -.17 -.19* -.28** -.21* 
EQ6 .12 .12 -.07 .• 03 -.OS -.15 -.12 
EQ7 -.06 -.13 .11 -.02 -.02 .01 -.OS 
EQS -.00 -.05 .02 .00 -.05 -.06 -.05 
EQ9 -.04 -.06 .01 .04 -.05 -.02 .05 
EQ10 -.01 -.05 .03 .05 -.04 -.05 .03 
EQ15 -.06 -.09 .02 .07 .09 .15** .12* 
Note. Stage codes: PUN = punishment, INS = 
institutional, SOC = societal, IND = individual, PRI = 
principle; scale codes: EJS = total score, MS = modal 
style. 
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Table 19. Mean response by gender to Ethical Judgement Scale 
Men Women Difference 
Item 
# M SD M SD M t 
1. 2.90 0.91 2.76 0.88 0.14 1.28 
2. 3.11 0.80 3.13 0.65 -0.02 -0.18 
3. 2.88 1.33 2.94 1.18 -0.07 -0.45 
4. 3.51 1.09 3.84 0.90 -0.34 -2.93** 
5. 4.03 1.08 4.40 0.84 -0.37 -3.33** 
6. 3.80 1.46 4.10 1.35 -0.29 -1.75 
7. 3.57 1.07 3.73 0.81 -0.16 -1.52 
8. 3.13 1.09 3.16 1.04 0.03 -0.19 
9. 2.47 1.27 2.39 1.24 0.09 0.58 
10. 3.25 0.82 3.17 0.68 0.73 0.84 
11. 3.10 1.07 3.31 1.18 -0.21 -1.50 
**~<.01 (two-tailed). 
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As Table 20 shows, women were in higher proportions in 
the upper end of the scale, particularly in "Individual" 
style and "Principle" style (about 39 percent of women versus 
31 percent of the men). In the two lower styles the reverse 
pattern was seen with the proportion of men (approximately 22 
percent) being greater than the proportion of women 
(approximately 13 percent). 
Counseling experience 
Although the correlation between the overall score on 
the EJS and the single item that differentiates those with 
prior counseling experience and those without prior 
counseling experience (EQ1) was insignificant, it is worth 
noting that only two items on the EJS were scored 
significantly higher for those with prior experience versus 
those without prior experience (see Table 18); item one, the 
prison escape (with experience M = 3.01, without experience M 
= 2.72; t = 2.72, ~<.01); and item three the suicide (with 
experience M = 3.1, without experience M = 2.8; t = 2.05, 
~<.05). 
certain aspects of prior counseling experience were 
better predictors of scores in EJS responses as reflected in 
the MS and sub-scale scores (see Table 18). For example, 
those items reflecting duration of counseling experience 
(items EQ2, EQ3) were significantly associated with higher 
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Table 20. Ethical Judgement Scale (EJS) modal style 
distribution by gender 
Males 
(n = 97) 
Females 
(n = 241) 
Style n % n % 
Punishment 7 7.2 5 2.1 
Institutional 14 14.4 26 10.8 
Societal 46 47.4 115 47.7 
Individual 26 26.8 81 33.6 
Principle 4 4.1 14 5.8 
Note. Overall modal style mean for males = 3.06, 
females = 3.30 (t = 2.35 E<.05) with items coded as follows: 
Punishment = 1, Institutional = 2, Societal = 3, 
Individual = 4, Principle = 5. 
scores on the EJS. Individual counseling (EQ5) was 
moderately associated with higher scores on the EJS. Those 
with only individual counseling experience (M = 3.42) scored 
higher than those that had only other kinds of counseling 
experiences (M = 3.04). Those who experienced only one kind 
of counseling type (item EQ15) scored lower (M = 3.15) than 
those with more than one kind of counseling experience (M = 
3.53) .0 
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Knowledge of other's experiences 
Greater depth of knowledge of someone else's counseling 
experience (EQll) was associated with higher scores on the 
EJS see Table 18). Those who had no experience or had only 
heard of another's experience scored lower (M = 3.19) 
compared to those who had talked in depth with one or more 
people (M = 3.35). 
Ethicality rating 
Rating on the EJS was also significantly related to the 
overall ethicality rating (EQ14) on the EQ. Those who rated 
the general practice of counseling and therapy as unethical 
(either mostly or extremely) scored lower on the EJS (M = 
3.00) while those who rated the practice of counseling and 
therapy more positively (mostly or extremely ethical) scored 
higher (M = 3.28) particularly in the societal and 
independent styles. 
Ethical Judgments and General Attitudes 
Correlations between the EJS and theCPAI were obtained 
to determine the relationship between ethical judgement 
styles and general attitudes towards counselors (Table 21). 
There was no overall correlation between the two scales, but 
a somewhat curvilinear relationship was noted' (see below). 
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Table 21. Mean CPAI factor scores by EJS stages 
EJS stage 
PUN INS SOC INC PRI 
Factor (n=12) (n=40) (n=161) (n=109) (n=19) 
General -49.0 -63.9 -67.0 -70.4 -53.0 
Negative 88.5 a 75.1 74.3 71.7 a 80.5 
Positive 110.8 110.8 113.0 112.8 108.3 
Note. Stage codes: PUN = punishment, INS = 
institutional, SOC = societal, INC = individual, PRI = 
principle. 
aSignificant difference on negative factor between PUN 
and INC styles (! = 2.20, £<.05). 
The mean scores for the first four stages shifts from 
more positive attitudes or attributions to a relatively more 
negative one for both the General Factor and the Negative 
Factor. This trend is most significant in the Negative 
Factor, with a significant difference between the punishment 
stage (M = 88.5) and the independent stage (M = 71.7; ! = 
2.20, £<.05). This general pattern is repeated in the 
Positive Factor where the principle stage is more negative 
than any of the other stages, though none of the groups on 
this scale were significantly different. 
86 
Ethical Judgments of Counseling Practices 
Ethics and Practice Questionnaire 
The Ethics and Practice Questionnaire (E&P) was 
administered by asking each subject to make two responses to 
a statement describing a behavior that a counselor might 
exhibit. The first response is an ethical rating (the ethics 
rating) of the behavior and the second response is the 
subjects estimate of how frequently the behavior occurs (the 
practice rating). Table 22 shows the distributions of 
responses with the ethical judgements presented in the top 
row (underlined) and frequency estimations presented in the 
second row for each given item. 
By determining the difference between each response 
pair, a measure can be obtained of the perceived differences 
between the "ethics rating of a behavior and its perceived 
frequency of practice. Table 23 presents a comparison of the 
mean response for each item between the matched ethics and 
practice jUdgements. The resulting paired t-test showing the 
mean differences between items was then ranked according to 
the degree of difference between the perceived ethics and 
practice. 
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Table 22. Response distribution of ethics ratings and 
practice ratings for E&P items 
Ethics ratinqs 
Practice ratings 
Item 1 2 3 4 5 
1. Becoming social friends 7.3 18.0 37.2 29.7 7.6 
with a former client 1.7 21.5 48.8 22.1 5.5 
2. Telling a client: "I am 25.6 28.2 28.2 11.9 5.5 
angry at you. 1I 7.8 35.8 37.8 14.5 3.5 
3. At the beginning of 
counseling: being informed 6.4 8.1 15.4 26.5 43.0 
of the approach the 5.2 15.7 34.0 29.1 15.4 
therapist uses 
4. Hugging a client 6.7 18.9 37.5 23.3 13.4 
3.5 29.1 40.7 21.5 4.9 
5. Allowing a student's 
advisor access to their 73.3 18.0 4.7 2.9 0.9 
records without permission 13.4 34.6 34.3 11.0 6.1 
6. At the beginning of 
counseling: being told of 4.9 5.5 17.7 37.2 34.0 
alternatives to counseling 5.2 32.6 38.4 19.2 4.4 
or therapy 
7. Allowing the counselor's 
supervisor access to a 66.0 20.3 8.7 2.6 2.0 
client's records without 9.6 32.3 42.4 11.9 3.5 
permission 
8. Telling a client: "I am 79.4 15.4 4.4 0.3 0.3 
sexually attracted to you." 11.6 48.3 33.4 5.5 0.9 
Note. Rating codes: 1 = never, 2 = rarely, 3 = 
sometimes, 4 = often, 5 = very often. 
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Table 22. (continued) 
Ethics ratings 
Practice ratings 
Item 1 2 3 4 5 
9. At the beginning of 
counseling: being told of 5.2 9.0 16.9 27.6 40.1 
the risks associated with 6.4 26.7 39.5 19.8 6.4 
counseling 
10. Seeking records or reports 
about a client from others 53.2 27.3 12.5 4.4 2.0 
outside the counseling 7.8 34.3 40.4 13.7 3.2 
agency without the client's 
permission 
11. Refusing to let clients 17.4 18.9 35.5 18.9 8.7 
read case notes 3.8 21.5 36.0 21.5 16.3 
12. Breaking confidentiality 17.7 15.1 28.2 22.4 16.3 
if the client is homicidal 4.9 15.1 38.4 28.5 12.8 
13. Using self-disclosure as a 8.4 25.9 45.6 9.6 7.3 
the~apy technique 3.2 16.6 60.5 11.6 4.9 
14. At the beginning of 
counseling: being told of 20.9 26.5 23.8 18.3 10.2 
the counselor's rate of 13.1 36.9 30.5 15.1 4.1 
success 
15. Tape record client 
sessions without 67.4 18.0 9.3 1.7 2.9 
permission 8.4 36.3 35.2 14.8 4.4 
16. A group therapist insists 
that all group members 22.7 23.0 26.7 19.2 8.1 
will disclose their real 4.9 18.3 39.2 25.6 11.6 
feelings to everyone in 
the group 
17. Allowing client access to 
psychological testing 16.3 27.6 29.1 16.0 10.2 
reports 8.7 32.3 43.3 12.5 2.3 
Table 22. (continued) 
Item 
18. Discuss a client with 
professionals outside the 
counseling agency without 
permission 
19. At the beginning of 
counseling: being told the 






2 3 4 5 
50.9 24.1 15.7 5.2 3.8 
6.7 20.1 34.6 27.9 10.5 
9.0 12.8 18.3 29.7 29.4 
4.1 18.3 34.9 29.4 12.8 
20. Breaking confidentiality 12.8 13.7 23.5 27.0 21.2 
if client is suicidal 4.1 12.2 35.2 32.0 16.0 
21. Breaking confidentiality 5.8 11.0 25.9 23.0 34.0 
to report child abuse 2.3 11.3 39.5 29.7 16.9 
22. Addressing client by first 3.5 3.2 10.5 29.4 52.9 
name 0.3 1.7 15.4 32.8 49.4 
23. Crying in the presence of 28.2 31.7 22.7 9.0 8.1 
a client 20.3 50.0 21.5 4.7 2.9 
24. Asking favors (e.g., a ride 46.2 30.2 15.4 4.9 2.6 
home) from clients 24.1 47.4 24.4 2.3 1.2 
25. Accepting a client's 76.2 11.0 6.1 3.5 2.6 
decision to commit suicide 48.8 37.2 9.9 2.6 0.9 
26. Encourage clients to talk 
about things they don't 7.0 14.5 38.7 27.9 11. 6 
want to talk about 2.3 7.8 34.6 36.9 18.0 
27. Refusing to disclose a 23.0 32.8 34.0 6.1 3.5 
diagnosis to a client 2.3 29.7 51.2 12.5 3.8 
28. Leading nude group therapy 52.9 26.2 13.1 4.9 2.3 
or "growth" groups 18.6 54.7 20.9 4.1 1.2 
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Table 22. (continued) 
Ethics ratings 
Practice ratings 
Item 1 2 3 4 5 
29. Disclose what a client 
talked about when required 30.5 22.1 24.4 9.0 12.2 
by court to testify under 8.1 23.0 43.9 16.3 7.0 
oath 
·30. Telling a client: "I am 28.2 27.3 29.9 8.4 5.5 
disappointed with you." 8.7 29.7 48.5 7.8 4.7 
31"- Discussing clients (without 34.9 27.6 23.8 8.1 4.9 
names) with friends 2.9 12.2 36.6 30.8 16.6 
32. A counseling professor 
provides therapy to 10.2 20.3 38.7 18.3 11.6 
students or supervisees 1.2 20.6 47.4 20.9 8.7 
33. At the beginning of 
counseling: being told of 3.8 5.8 16.6 26.5 46.5 
the therapist's training 1.5 9.9 24.7 35.8 27.6 
and title 
34. Becoming sexually involved 45.9 27.0 18.9 4.9 2.6 
with a former client 6.1 34.3 41.0 14.5 3.5 
35. Avoiding certain clients 23.5 33.7 27.6 8.1 6.4 
for fear of being sued 1.2 16.6 43.3 28.5 9.9 
36. Disclose what a client 
talked about when the 43.0 29.4 17.4 7.3 2.0 
client's family wants to 6.1 35.2 41.9 13.1 2.9 
check on progress 
37. Having a client address 6.4 10.5 23.5 29.4 29.7 
you by your first name 2.6 7.6 37.8 29.1 22.1 
38. Sending holiday greeting 10.5 18.9 26.5 21.5 22.1 
·cards to your clients 5.5 26.2 40.1 17.4 10.2 
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Table 22. (continued) 
Ethics ratings 
Practice ratings 
Item 1 2 3 4 5 
39. Kissing a client 57.0 27.6 10.5 2.0 1.7 
14.0 51.2 28.8 3.8 0.9 
40. Disclose what a client 
talked about when the 14.5 22.4 39.5 15.1 5.8 
client threatens to harm 3.2 18.0 52.9 20.1 4.1 
themselves or others 
41. Engaging in erotic 80.2 15.1 2.0 0.6 0.9 
activity with a client 20.1 53.2 20.3 3.2 2.0 
42. Accepting a client's 19.8 29.4 32.3 10.8 6.1 
invitation to a party 5.8 30.2 49.7 11.0 2.0 
43. Disclose what a client 
talked about when the 18.6 25.9 36.0 12.2 6.1 
therapist, in training, 4.9 15.1 45.6 25.9 7.3 
discusses the case with 
a supervisor 
44. Going to a client's special 9.6 20.9 37.8 21.8 9.0 
event (e.g. , wedding) 1.7 24.7 50.3 19.2 3.2 
45. At the beginning of 
counseling: Discussing the 3.8 5.5 10.8 22.7 56.4 
limits to confidentiality 3.5 11.6 26.5 34.9 22.4 
in counseling 
46. Disclose to others what a 
client talked about after 62.2 24.4 7.6 1.5 3.2 
the therapist and client 10.2 38.7 38.7 8.1 3.2 
terminate their 
relationship 
47. Being sexually attracted 35.5 26.2 25.9 6.7 4.7 
to a client 4.1 14.8 48.5 24.4 7.3 
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Table 22. (continued) 
Ethics ratings 
Practice ratings 
Item 1 2 3 4 5 
48. Unintentionally disclosing 46.5 35.5 11.6 2.9 2.3 
confidential information 2.6 26.2 45.6 20.1 4.4 
49. Allowing a client to 62.5 25.3 6.7 2.6 1.2 
disrobe 15.7 52.9 26.7 2.9 0.3 
50. In couple or marital 
therapy, the therapist 55.8 20.3 14.8 4.7 2.3 
exposes a "secret" affair 12.2 45.9 29.1 8.1 2.9 
of one partner to the 
other 
51. Allowing family members 
access to a client's 70.1 20.6 7.0 0.0 0.3 
records without permission 14.0 50.3 28.2 4.7 0.9 
52. Engaging in sexual fantasy 57.6 24.1 11.0 2.3 3.8 
about a client 7.0 29.1 43.9 13.1 5.5 
53. Offering or accepting a 3.8 0.0 6.7 30.2 58.1 
handshake from a client 0.3 0.6 9.3 33.1 55.2 
54. Inviting clients to a 23.3 30.5 32.3 7.0 5.8 
. party or social event 6.4 36.6 45.3 7.8 2.6 
55. Disrobing in the presence 80.2 13.4 3.5 0.6 0.9 
of a client 35.5 51.2 9.0 2.0 0.6 
56. Discussing a client (by 86.0 8.7 2.6 0.9 0.6 
name) with friends 23.0 45.6 23.5 5.5 1.2 
57. Hugging a client 8.1 19.5 41.3 15.7 13.4 
2.9 18.9 54.1 16.9 5.8 
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Differences between ethics and practice 
The majority of items differed significantly on the dual 
dimensions of ethics and practice (see Table 23). 
Significant values ranged from a minus 21.48 to a positive 
15.03 (~<.001) for 47 out of the 57 items. Those items with 
a negativet-value are items where the perceived frequency of 
the behavior in question is judged higher relative to its 
ethics ratings. 
For example, item 18 was ranked first in the mean 
difference scored between the ethics and practice responses. 
The item read "Discuss a client with professionals outside 
the counseling agency without permission." with a mean 
ethics rating of 1.9 (see Table 22 for the item distribution) 
and a me~n practice rating of 3.2, this item reflects a 
rather large perceived discrepancy (mean difference= 1.28) 
between a behavior that is seen as extremely unethical, but 
somewhat commonly practiced. 
As a second example, item 9 has a positive mean 
difference of 1.07 between its ethics ratings (M = 3.91) and 
its practice ratings (~= 2.84). The item reads, "At the 
beginning of counseling: being told of the risks associated 
with counseling" an item that suggests that the subjects 
perceive this behavior as a highly ethical but a relatively 
less frequently practiced behavior of counselors. 
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Table 23. Mean ethics ratings and practice ratings on the 
E&P ranked by absolute mean differences 
Ethics Practice Difference 
Item 
Rank # n M SD M SD M t 
1. 18 341 1.871 1.10 3.150 1.07 -1.279 -18.26 
2. 31 339 2.209 1.15 3.454 1.00 -1.245 -18.91 
3. 5 340 1.397 0.79 2.609 1.04 -1.212 -21.48 
4. 48 338 1.781 0.93 2.968 0.87 -1.186 -18.72 
5. 15 339 1.543 0.95 2.696 0.97 -1.153 -19.19 
6. 7 341 1.543 0.91 2.666 0.92 -1.123 -19.97 
.7. 52 337 1.686 1.02 2.807 0.95 -1.122 -19.46 
8. 8 341 1.264 0.58 2.355 0.79 -1.091 -21.23 
9. 6 340 3.909 1.08 2.844 0.94 1.065 15.03 
10. 47 338 2.178 1.13 3.160 0.91 -0.982 -14.19 
11. 46 338 1.577 0.94 2.547 0.91 -0.970 -16.59 
12. 9 338 3.888 1.19 2.929 0.98 0.959 14.51 
13. 56 338 1.192 0.58 2.145 0.88 -0.952 -21.33 
14. 10 340 1.744 0.98 2.694 0.92 -0.950 -16.08 
15. 51 334 1.368 0.64 2.258 0.79 -0.889 -18.95 
16. 35 340 2.403 1.13 3.291 0.90 -0.888 -12.29 
17. 41 338 1.249 0.61 2.124 0.84 -0.876 -17.90 
18. 34 340 1.906 1.04 2.744 0.90 -0.838 -12.62 
Note. Items ranked 1-47 are significant ~<.001. 
Item 48 ~<.01. Item 49 2<.05: all other items NS. 
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Table 23. (continued) 
Ethics Practice Difference 
Item 
Rank # n M SD M SD M ~ 
19. 36 339 1.959 1.04 2.711 0.88 -0.755 -14.27 
20. 50 335 1.752 1.03 2.427 0.92 -0.675 -13.40 
21. 49 336 1.524 0.83 2.176 0.74 -0.652 -12.11 
22. 39 337 1.620 0.88 2.249 0.77 -0.652 -11.57 
23. 45 338 4.237 1.09 3.627 1.06 0.609 10.15 
24. 3 340 3.918 1.22 3.344 1.08 0.574 8.99 
25. 43 338 2.610 1.11 3.154 0.94 -0.544 -10.91 
26. 55 336 1.259 0.64 1.789 0.74 -0.530 -12.84 
27. 16 341 2.680 1.24 3.202 1.03 -0.522 -8.33 
28. 27 340 2.347 1.01 2.859 0.81 -0.512 -8.74 
29. 11 339 2.835 1.18 3~251 1.09 -0.416 -5.78 
30. 29 336 2.503 1.34 2.908 1.01 -0.405 -6.13 
31. 28 340 1.761 1.01 2.132 0.80 -0.371 -6.66 
32. 26 341 3.241 1.05 3.610 0.95 -0.370 -6.69 
33. 30 340 2.350 1.14 2.697 0.91 -0.347 -6.48 
34. 40 333 2.748 1.07 3.042 0.82 -0.294 -4.79 
35. 19 339 3.572 1.28 3.292 1.04 0.280 4.07 
36. 33 339 4.068 1.10 3.791 1.00 0.277 5.35 
37. 2 340 2.438 1.16 2.697 0.94 -0.259 -4.16 
38. 38 340 3.256 1.29 3.006 1.04 0.250 4.46 
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Table 23. (continued) 
Ethics Practice Difference 
Item 
Rank # n M SD M SD M t 
39. 12 341 3.044 1.32 3.287 1.03 -0.243 -3.61 
40. 25 340 1.447 0.95 1.688 0.83 -0.241 -4.66 
41. 4 341 3.173 1.09 2.953 0.92 0.220 3.76 
42. 54 338 2.411 1.10 2.630 0.83 -0.219 -4.47 
43. 24 340 1.874 1.02 2.085 0.83 -0.212 -3.81 
44. 21 341 3.683 1.22 3.472 0.98 0.211 3.07 
45. 42 336 2.539 1.12 2.723 0.81 -0.185 -3.57 
46. 13 331 2.804 0.99 2.982 0.79 -0.178 -3.62 
47. 23 340 2.362 1.21 2.191 0.92 0.171 2.95 
48. 32 338 3.009 1.13 3.154 0.90 -0.145 -2.63 
49. 20 336 3.307 1.31 3.441 1.03 -0.134 -2.04 
50. 17 339 2.767 1.21 2.673 0.89 0.094 1.59 
51. 14 341 2.698 1.27 2.604 1.03 0.094 1.27 
52. 37 339 3.661 1.19 3.608 1.00 0.053 1.03 
53. 53 337 4.407 0.92 4.448 0.71 -0.042 -0.98 
54. 22 340 4.262 1.00 4.300 0.81 -0.038 -0.82 
55. 1 341 3.120 1.03 3.082 0.85 0.038 0.63 
56. 57 334 3.063 1.11 3.030 0.84 0.033 0.68 
57. 44 . 339 3.003 1.09 2.974 0.81 0.030 0.61 
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Differences between items with similar content 
Another measure of interest is obtained by comparing the 
difference between items with similar content on both ethics 
and practice measures. A preliminary analysis was performed 
on those items whose content depicted various degrees of 
client-therapist physical and sexual contact. Figure 1 
graphically shows the relationship between ethics and 
practice ratings (refer to Table 23) on items ranked 
according to their mean ethics ratings. Two general patterns 
emerge. First, those items which may be described as benign 
or friendly behaviors (items 37, 22, or 53) have mean ethics 
ratings higher than those items which would be commonly 
considered unethical (such as items 41 or 55). Secondly, 
those items which are might be described as more ethical (or 
less unethical) have less differences in their ethics and 
practice ratings, whereas those items depicting more 
ethically questionable practices have greater differences in 
their ethics and practice ratings. 
Table 24 is a matrix based on the data shown in Figure 1 
showing the results of comparing each pair of items using 
Tukey's HSD test by their mean ethics ratings. The 
significance of the difference between any two items is found 
by following the diagonals of the triangle formed by any two 
items. At the apex of each of these triangles is the 
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Figure 1. Ethics and practice ratings for items related to 
client-counselor sexual interaction 
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Table 24. Post-hoc comparisons between ethical judgements 
of counselor behaviors related to physical or 
sexual interaction between counselor and client 
Level of 
M Item significance 
1.247 41 
A 
1.260 55 A 
A B 
1.262 8 B B 
B B B 
1.521 49 B B B 
A B B B 
1.624 39· A B B B 
A A B B B 
1.691 52 A B B B B 
A B B B B C 
1.769 28 A B B B C C 
A B B B C C 
1.906 34 B B B C C 
B B B C C 
2.179 47 B B C C 
B B C C 
3.123 4/57 B B C 
B B C 
3.658 37 B B 
B B 
4.257 22 B 
A 
4.406 53 
Note. Level of significance found along diagonals for 
each pair at their apex: A = Not significant, B = 2<.01, 
C = 2<.001 using TUkey's HSD test. 
100 
significance for that pair where "A" is not significant (to 
the .01 level), "B" = E<.Ol, and "e" signifies E<.OOl. 
Gender differences on the E&P 
Gender differences in ethics ratings were highly 
sensitive to the content of certain items on the E&P. 
Therefore a separate analysis was performed on a number of 
factors which compared men and women's responses. For 
example, Table 25 shows the mean ethics ratings of men and 
women to the same fourteen sexuality items described above. 
Nine out of the fourteen items are significantly different 
for men and women in their ratings of ethicality, with those 
more benign items having less differences than the more 
sexually overt items (see figure 2). Tables 26 and 27 show 
for women and men the significance levels of the differences 
between pairs of items. Women's responses show greater 
variability with a greater number of pairs of items 
significantly different (seven pairs of items different using 
Tukey's HSO) at the .001 level, while for the men, no two 
items differed at the .001 level. 
However, differences between men and women in regard to 
frequency of practice were less pronounced (see Table 28 and 
figure 3) with only item 55 (therapist disrobes) and item 28 
(therapist runs nude groups) showing significant differences 
between men and women's ratings of practice. Overall, mean 
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Table 25. Ethics rating means of men and women to 
behavioral items related to physical or sexual 
interactions between counselor and client 
Men Women Difference 
Item 
Rank # n M SD M SD M t 
1. 41 334 1.453 0.81 1.167 0.49 0.286 3.93*** 
2. 55 334 1.484 0.87 1.172 0.49 0.312 4.11*** 
3. 8 337 1.365 0.68 1.212 0.52 0.153 2.23* 
4. 49 332 1.821 0.92 1.388 0.73 0.433 4.51*** 
5. 39 334 1.842 1.02 1.527 0.80 0.315 2.99** 
6. 52 334 2.105 1.28 1.527 0.84 0.578 4.84*** 
7. 28 336 2.146 1.15 1.604 0.90 0.542 4.57*** 
8. 34 336 2.147 1.17 1.793 0.96 0.354 2.86** 
9. 47 334 2.495 1.20 2.042 1.08 0.453 3.35** 
10. 4/57 334 3.217 1.05 3.081 1.11 0.136 1.01 
11. 37 336 3.568 1.24 3.689 1.18 -0.121 -0.83 
12. 22 336 4.115 1.07 4.317 0.98 -0.202 -1.16 
13. 53 334 4.421 0.88 4.389 0.94 0.032 0.29 
Note. Item 4/57 is averaged from dulicate items. 
*R<.05. **E<.Ol. ***E<.OOl. (two-tailed). 
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Mean response ratings 
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Figure 2. Ethics ratings by gender for items related to 
client-counselor sexual interaction 
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Table 26. Post-Hoc comparisons between mean ethics ratings 
of women for behaviors related to physical or 
sexual interaction between counselor and client 
(n= 241) 
Level of 
M Item significance 
1.167 41 
A 
1.172 55 A 
A A 
1.212 8 A B 
A B B 
1.388 49 B B B 
A B B B 
1.527 39 A B B B 
A A B B B 
1.527 52 A B B B B 
A A B B B C 
1.604 28 A B B B C 
A B B B C C 
1.793 34 B B B B C 
A B B B C 
2.042 47 B B B B 
B B B B 
3.081 4/57 B B B 
B B B 
3.689 37 B B 
B B 
4.317 22 B 
A 
4.389 53 
Note. Levels of significance found along diagonals 
for each pair at their apex: A = Not significant, B = 
~<.Ol, C = ~<.001 using Tukey's HSD test. 
C 
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Table 27. Post-Hoc comparisons between mean ethics ratings 
of men for behaviors related to physical or 
sexual interaction between counselor and client 
<!L= 97) 
Level of 
M Item significance 
1.453 41 
A 
1.484 55 A 
A A 
1.365 8 A A 
A A B 
1.821 49 B B B 
A B B B 
1.842 39 A B B B 
A A B B B 
2.105 52 A A B B B 
A A B B B B 
2.146 28 A B B B B B 
A A B B B B 
2.147 34 A B B B B 
A B B B B 
2.495 47 B B B B 
B B B B 
3.217 4/57 B B B 
A B B 
3.568 37 B B 
.B B 
4.115 22 B 
A 
4.421 53 
Note. Level of significance found along diagonals 
for each pair at their apex: A = Not significant, B = ]2<.01, 
using Tukey's HSO test. 
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behaviors related to physical or sexual 
interactions between counselor and client 
Men Women Difference 
Item 
# n M SO M SO M t 
41 334 2.211 0.92 2.096 0.81 0.115 1.12 
55 332 1.968 0.82 1.723 0.70 0.245 2.74** 
8 337 2.333 0.78 2.353 0.80 -0.020 -0.20 
49 333 2.284 0.72 2.135 0.74 0.149 1.68 
39 333 2.305 0.85 2.219 0.74 0.086 0.92 
52 333 2.989 0.98 2.749 0.94 0.240 2.08* 
28 336 2.333 0.82 2.058 0.79 0.275 2.87** 
34 336 2.674 0.89 2.759 0.91 -0.085 -0.78 
47 335 3.232 0.95 3.138 0.90 0.094 0.85 
4/57 335 2.985 0.98 3.000 0.85 -0.015 -0.26 
37 335 ~.553 1.01 3.614 0.99 -0.061 -0.50 
22 337 4.260 0.82 4.311 0.81 -0.051 -0.52 
53 333 4.436 0.73 4.445 0.71 -0.009 -0.13 
Note. Item 4/57 is averaged from duplicate items. 
*~<.05. **~<.01. (two-tailed). 
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Figure 3. Practice frequency ratings by gender for items 
related to client-counselor sexual interaction 
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differences for the selected ethical items summed equals 
3.97; for the same practiced items the summed differences 
between men and women are only 0.96. 
Factor analysis of the E&P 
Two separate factor analyses were performed of the 57 
items on the E&P; one on the ethical ratings of counselor 
behaviors, and one on the frequency of practice ratings. 
There were three primary reasons for this approach. First, 
to determine whether the responses on both scales indicated 
the presence of latent structures (factors) based on item 
content. Second, to determine whether the separate ethical 
ratings and frequency ratings resulted in similar responses 
to the same counselor behaviors. Lastly, to reduce the large 
number of variables to a smaller number of useful subscales. 
The factor ana~ysis was performed initially in the same 
exploratory manner as described earlier for the CPAI. When 
analyzing for principal components, general factors were 
found for the ethics ratings and practice ratings that 
initially accounted respectively for 14.3% and 16.0% of the 
variance across the item responses. Five separate factor 
solutions were attempted by specifying two, four,· five, six, 
and eight varimax rotations. The results were then evaluated 
by multiple criteria including inspection of scree plots, 
identifying factors receiving eigenvalues greater than or 
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equal to 1.00, and by the examination of the interpretability 
of item content groupings. 
The ethics ratings had a different factor structure than 
the practice ratings. For the ethics ratings, a five factor 
solution emerged as the best fit of the data. Table 29 
displays the rotated factor loadings for the ethics ratings. 
The five factor solution accounted for 35% of the variance of 
the 57 items on the E&P and allowed for conceptually 
meaningful groupings of the items by item content. 
The practice ratings factor loadings are shown in Table 
30. The five factor solution for practice ratings produced a 
different pattern of loadings then had emerged from the 
factor analysis of ethics ratings and this pattern was 
uninterpretable when separated from the ethics ratings. 
Thus, a conservative approach to practice rating item 
selection and ~nterpretation was selected and initially based 
on the factor structure of the ethics ratings. Therefore, 
only those items that loaded greater or equal to the .30 
factor loading on only one of the five factors for both 
ethics ratings and practice ratings were used in subsequent 
data analysis. This process maximized the orthagonal factor 
structure, maintained the overall interpretability of item 
content, and allowed meaningful comparisons between ethics 
ratings and frequency of practice ratings. 
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Table 29. Factor loadings for ethics ratings from Ethics and 
Practice Questionnaire 
Dual Informed Duty to 
Relations consent Sexuality Disclosure Warn 
Item (EF1) (EF2) (EF3) (EF4) (EF5) 
1 .55 .19 -.07 .14 .11 
2 .18 .29 .30 .02 .13 
3 -.01 .61 -.16 -.03 .16 
4 .49 .24 .23 -.19 .14 
5 -.04 -.03 .10 .37 -.09 
6 -.02 .57 .12 -.08 .21 
7 -.14 -.01 .20 .43 .18 
8 .16 -.16 .46 .12 -.05 
9 .07 .66 .00 -.13 .17 
10 .02 .03 .24 .28 .22 
11 .07 .27 -.01 .11 .01 
12 .04 .12 -.02 -.05 .76 
13 .14 .42 .24 .03 .09 
14 .01 .46 .12 .29 -.13 
15 -.01 .03 .21 .45 .09 
16 .05 .24 .25 .22 .15 
17 .17 .32 .07 .09 .26 
18 .16 .08 .35 .30 .21 
19 -.01 .59 .04 .04 -.15 
20 -.02 .13 -.10 .02 .76 
21 .10 .22 -.10 .00 .64 
22 .19 .49 -.13 -.13 .31 
23 .34 .17 .34 -.01 .14 
24 .56 .08 .33 .26 -.08 
25 -.02 .09 .40 .07 -.08 
26 .04 .42 .16 -.01 .13 
27 
-.11 .14 .32 .26 -.03 
28 .11 .09 .58 -.03 -.06 
29 
-.00 .13 -.01 .43 .26 
30 .11 .26 .39 .17 .25 
31 .28 .14 .31 .16 .12 
32 .50 .27 -.10 .16 .05 
Note. Loadings underlined denote items selected for 



































Table 29. (continued) 
Dual Informed Duty to 
Relations consent Sexuality Disclosure Warn 
Item (EF1) (EF2) (EF3) (EF4) (EF5) h2 
33 .15 .65 -.10 -.12 .10 .48 
34 .57 -.03 .28 .03 .21 .45 
35 .29 .01 .20 .14 .20 .18 
36 .24 -.04 -.14 .58 -.01 .42 
37 .45 .36 .00 -.14 .2.7 .42 
38 .60 .16 .03 -.03 .02 .39 
39 .53 -.06 .41 .11 -.06 .46 
40 .15 .26 .03 .17 .56 .42 
41 .26 -.27 .33 .11 .04 .26 
42 .79 .06 .09 .11 -.10 .66 
43 .18 .19 .01 .34 .33 .29 
44 .74 .13 .04 .06 .04 .58 
45 .12 .64 -.09 -.23 .15 .51 
46 .15 -.20 -.14 .59 -.09 .44 
47 .49 -.13 .27 -.06 .13 .35 
48 .16 -.17 .20 .33 .18 .23 
49 .26 -.10 .63 .07 -.17 .51 
50 .04 -.09 .20 .35 .09 .18 
51 .12 -.02 .02 .65 -.03 .44 
52 .36 -.11 .50 .03 .13 .41 
53 .37 .51 -.08 -.25 .19 .51 
54 .75 .01 .11 .14 -.14 .60 
55 .09 -.13 .66 .18 -.24 .54 
56 .04 -.10 .17 .41 -.20 .25 
57 .53 .21 .28 -.10 .19 .45 
summary statistics: 
% of % of 
total common 
Factor Eigenvalue variance variance 
EF1 5.69 9.98 28.35 
EF2 4.60 8.07 22.92 
EF3 3.60 6.32 17.94 
EF4 3.09 5.42 15.40 
EF5 3.08 5.40 15.35 
Trace 20.07 35.21 99.96 
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Table 30. Factor loadings for practice ratings from the 
Ethics and Practice Questionnaire 
Dual Informed Duty to 
Relations Consent Sexuality Disclosure Warn 
Item (PF1) (PF2) (PF3) (PF4) (PF5) 
1 .40 .31 -.10 .06 .27 
2 .27 .12 .13 .04 .18 
3 -.04 -.01 .17 -.15 .34 
4 .14 .47 .23 -.32 .29 
5 .49 -.07 .20 .19 .25 
6 -.01 .16 -.03 .02 .48 
7 .41 -.20 .24 .32 .10 
8· .59 .08 .08 .06 -.01 
9 -.03 .11 .08 -.08 .47 
10 .40 -.13 .13 .40 .18 
11 -.02 .01 -.09 .47 -.14 
12 .08 .02 .67 .21 .02 
13 .04 .12 .09 .39 .12 
14 .14 .05 .01 .17 .30 
15 .41 -.08 .11 .35 .07 
16 .10 .10 .01 .56 .09 
17 .11 .11 .08 .16 .30 
18 .36 -.02 .30 .39 .02 
19 -.06 .23 .20 -.07 .42 
20 .07 .08 .64 .14 .11 
21 .08 .08 .62 -.04 .21 
22 -.07 .37 .38 .11 .09 
23 .37 .28 -.00 -.14 .29 
24 .60 .16 -.05 .08 .22 
25 .29 -.05 -.13 .04 .07 
26 .16 .28 .16 .42 .04 
27 .13 -.02 .06 .45 -.11 
28 .53 .10 -.05 .09 -.10 
29 .28 .00 .32 .26 .08 
30 .34 .15 .11 .28 .07 
31 .28 .15 .39 .30 -.17 
32 .12 
.dl .02 .15 .09 
Note. Loadings underlined denote items selected for 



































Table 30. (continued) 
Dual Informed Duty to 
Relations Consent Sexuality Disclosure Warn 
Item (PF1) (PF2) (PF3) (PF4) (PF5) h 2 
33 -.18 .33 .26 .18 .16 .27 
34 .54 .37 .10 .• 10 -.25 .51 
35 .22 .12 .34 .34 -.32 .40 
36 .36 -.04 .18 .28 .07 .25 
37 .02 .67 .13 .06 .05 .48 
38 .10 .48 -.05 .12 .17 .28 
39 .62 .27 -.19 -.11 -.05 .51 
40 -.01 .05 .51 .04 .07 .26 
41 .67 .12 .00 .05 -.11 .48 
42 .34 .45 -.31 .30 .11 .52 
43 .16 .12 .21 .46 -.05 .30 
44 .20 .49 -.28 .21 .28 .48 
45 -.20 .45 .23 -.13 .30 .40 
46 .55 -.10 .17 .19 -.13 .39 
47 .47 .28 .25 -.12 -.39 .52 
48 .49 .03 .34 .15 -.22 .43 
49 .62 .14 -.10 .12 -.17 .46 
50 .50 -.01 .22 .10 .07 .31 
51 .57 -.09 .17 .28 .01 .44 
52 .49 .29 .16 -.10 -.33 .46 
53 -.14 .61 .14 .12 -.11 .44 
54 .42 .36 -.27 .11 .17 .42 
55 .65 -.03 -.15 .06 .04 .44 
56 .61 -.10 .20 .17 .13 .46 
57 .18 .68 .07 -.18 .09 .54 
Summary statistics: 
% of % of 
total common 
Factor Eigenvalue variance variance 
PF1 7.08 12.42 35.65 
PF2 3.98 6.98 20.04 
PF3 3.26 5.75 16.41 
PF4 2.95 5.18 14.85 
PF5 2.39 4.19 12.16 
Trace 19.66 34.49 99.11 
113 
The underlined factor loadings in Table 29 and 30 were 
the only items used to construct the General factor scales 
and the five pairs of subscales that were utilized in 
subsequent data analysis (Tables 31-35). Subscales were 
constructed by summing item response ratings while 
maintaining the sign direction of the factor loading for each 
item included on that factor scale. Results reported are 
primarily for the ethics ratings unless otherwise noted. 
Ethical Factor 1 (EFl): Dual Relations 
T~ble 31 shows the six item Dual Relations Factor and 
depicts the factor coefficients and item-total correlations 
for the factor. The item content on this scale depict 
counselor behavio"rs exemplifying dual relations between 
counselors and clients (see Appendix C for item content). 
Means for items ranged from 2.5 to 3.1 with an average ethical 
rating of 3.0 where 1 equals "Never ethical" and 5 equals 
"Very Often Ethical." The scale behavior rated least ethical 
was item 42, "accepting a client's invitation to a party", 
where "sending a client holiday greeting cards" (item 38), was 
rated the most ethical. Item to scale total correlations 
range from .44 to .67. 
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# M F1 F2 F3 F4 F5 Correlation 
1. 3.1 .55 .19 -.07 .14 .11 .48 
32. 3.0 .50 .27 -.10 .16 .05 .43 
38. 3.3 .60 .16 .03 -.03 .02 .50 
42. 2.5 .79 .06 .09 .11 -.10 .67 
44. 3.0 .74 .13 .04 .07 .04 .67 
57. 3.1 .53 .21 .28 . -.10 .19 .44 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 = often, 5 = very often. EF1 mean response 
= 3.0, SD= 0.78. 
Ethical Factor 2 (EF2): Informed Consent 
The seven item Informed Consent Factor is described in 
Table 32 which displays the factor coefficients and item-
total correlations. The items on this scale depict counselor 
behaviors pertinent to informing clients of various aspects 
of the counseling process. Means for items ranged from 2.7 
to 4.2 with an average ethical rating of 3.8. The counselor 
behavior rated least ethical was "At the beginning of 
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# M Fl F2 F3 F4 F5 Correlation 
3. 3.9 -.01 .61 -.16 -.03 .16 .54 
6. 3.9 -.01 .57 .12 -.08 .21 .54 
9. 3.9 .07 .66 .00 -.13 .17 .62 
14. 2.7 .01 .46 .12 .29 -.13 .33 
19. 3.6 -.01 .59 .04 .04 -.15 .45 
33. 4.0 .15 .65 -.10 -.17 .10 .57 
45. 4.2 .12 .64 -.09 -.23 .15 .54 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4= often, 5 = very often. EF2 mean response 
= 3.8, SD= 0.77. 
counseling, being told of the counselor's rate of success." 
The counselor behavior rated the most ethical was "At the 
beginning of counseling, discussing the limits to 
confidentiality in counseling." Item-total correlations 
ranged from .33 to .62. 
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# M F1 F2 F3 F4 F5 Correlation 
8. 1.3 .19 -.17 .45 .13 -.08 .33 
28. 1.8 .11 .09 .58 -.03 -.06 .39 
41. 1.2 .26 -.27 .33 .11 .04 .28 
49. 1.5 .26 -.10 .63 .07 -.17 .53 
55. 1.3 .09 -.13 .66 .18 -.24 .57 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 = often, 5 = very often. EF3 mean response 
=1.4, SD= 0.24. 
Ethical Factor 3 (EF3): Sexuality 
Table 33 shows the statistics for the five item 
Sexuality factor. These items describe behaviors related to 
client and counselor sexuality issues and are a subset of 
those items described prev.iously in the analysis of gender 
differences. Scale mean was 1.42 with item-total 
correlations ranging from .28 to .57. 
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1# M F1 F2 F3 F4 F5 Correlation 
5. 1.4 -.04 -.03 .10 .37 -.09 .21 
36. 2.0 .24 -.04 -.14 .58 -.01 .35 
46. 1.6 .15 -.20 -.14 .59 -.09 .41 
50. 1.7 .04 -.09 .20 .35 .09 .25 
51. 1.4 .12 -.02 .02 .65 -.03 .50 
56. 1.2 .04 -.10 .17 .41 -.20 .28 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 = often, 5 = very often. EF4 mean 
response = 1.5, SD= 0.49. 
Ethical Factor 4 (EF4): Disclosure 
There were two factors that addressed the issue of 
confidentiality, Factors 4 and 5. Table 34 shows the six 
item Factor 4, Disclosure, a factor whose content is related 
to the disclosure of or access to confidential information to 
parties other than the client. The scale mean was 1.5 with 
an item-total correlation ranging from 1.2 to 2.0. Least 
ethical rating was "discussing a client (by name) with 
friends." Most ethical behavior of this scale was disclosure 
"when the client's family wants to check on progress." 
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# M F1 F2 F3 F4 F5 Correlation 
12. 3.0 .04 .12 -.02 -.05 .76 .63 
20. 3.3 -.02 .13 -.10 .02 .76 .63 
21. 3.7 .10 .22 -.10 .00 .64 .60 
40. 2.7 .15 .22 .03 .17 .56 .46 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 = often, 5 = very often. EF5 mean response 
= 3.2, SD= 0.95. 
Ethical Factor 5 (EF5): Duty to warn 
The other confidentiality factor, the four item Duty to 
Warn factor (Ef5) , illustrates the kinds of disclosures of 
information covered by legal and ethical guidelines regarding 
"duty to warn" situations where the counselor breaks 
confidentiality for a specific reason, often because of legal 
requirements (see Table 35). The behavior rated least 
ethical depicted disclosure "when the client threatens to 
harm themselves or others," while the behavior rated most 
ethical was "breaking confidentiality to report child abuse." 
Scale mean was 3.2, with item-total correlations ranging from 
2.7 to 3.3. 
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Ethics vs. practice ratings 
Table 36 displays and compa~es mean ratings of ethics 
and frequency of practice factors and shows the results of 
the paired t-tests for these differences. Overall subjects' 
ethical ratings were lower than practice ratings as shown by 
the General factor rating (! = -6.27, ~<.001). The factor 
with the greatest difference between ethics and practice 
ratings was the Disclosure factor (EF4) (t = -28.16, E<.001). 
The Informed Consent Factor (EF2) was the only factor where 
the ethics rating was higher then the practice rating (t = 
13.27, ~<.001) indicating the judgement that these types of 
behaviors are more ethical but relatively less practiced than 
the other factors depicting behaviors judged to be less 
ethical but relatively more frequent in practice. Factor 1, 
Dual Relations, had no significant difference between ethics 
ratings and practice ratings. The Sexuality factor had the 
lowest overall mean for both the ethics and practice ratings. 
Gender differences 
Table 37 shows the differences in mean responses for 
each factor by gender. Men and women differ most on the 
ethics ratings of the Sexuality factor with a mean difference 
of O.j7 (t = 6.31, ~<.001). The Disclosure factor was also 
significantly higher for men in ethics ratings (t = 3.40, 
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Table 36. Mean response distribution for ethics and 
practice factors (N = 343) 
Ethics Practice Difference 
Factor 
Name (EF#) M SD M SD M t 
General (EGEN) 2.54 0.45 2.73 0.41 -0.19 -6.27*** 
Dual 
Relations (EF1) 2.99 0.78 2.99 0.55 -0.00 -0.03 
Informed 
Consent (EF2) 3.76 0.77 3.20 0.55 0.56 13.27*** 
Sexuality (EF3) 1.41 0.23 2.12 0.20 -0.71 -20.05*** 
Disclosure (EF4) 1.53 0.49 2.45 0.61 -0.92 -28.16*** 
Duty to 
Warn (EF5) 3.21 0.95 3.31 0.72 -0.10 -2.03* 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 ~ often, 5 = very often. 
**E<.Ol. ***E<.OOl (two-tailed). 
E<.Ol) as was the General ethics factor (t = 2.96, E<.Ol). 
There were no significant differences between men and womens' 
frequency of practice ratings for these same factors. The 
significantly higher ethics ratings for men imply that men 
rate the behaviors described by items in the Sexuality and 
Disclosure factors as more ethical than do women even though 
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Table 37. Mean response differences for ethics factors 
by gender 
Men Women Difference 
Factor 
Name (EFt) M SD M SD M t 
General (EGEN) 2.66 0.51 2.49 0.42 0.17 2.96** 
Dual 
Relations (EF1) 3.00 0.87 3.00 0.75 0.00 0.25 
Informed 
Consent (EF2) 3.76 0.77 3.76 0.78 0.00 0.13 
sexuality (EF3) 1.72 0.45 1.31 0.19 0.41 8.69*** 
Disclosure (EF4) 1.66 0.51 1.47 0.46 0.19 3.40** 
Duty to 
Warn (EF5) 3.30 0.99 3.22 0.94 0.08 1.16 
Note. Ethical ratings coded 1 = never, 2 = rarely, 
3 = sometimes, 4 = often, 5 = very often. 
**~<.01. ***~<.001 (two-tailed). 
both men and women rate these behaviors as occuring with 
the same frequency. The General factor rating, also showing 
the higher male ethics ratings may indicate a tendency for 
men to rate a majority of the items of the E&P less severely 
than do women. 
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Ethical knowledge scale 
An ethical knowledge subscale, items 3, 5, 6, 9, 10, 14, 
15, 19, 33, 40, 43, and 45 of the E&P presented in Appendix 
C, was included in the E&P analysis based on a number of 
items suggested by Hillerbrand and Claiborn's (1988) ethical 
knowledge questionnaire. The ethical knowledge scale had 
twelve items concerning subjects' knowledge across the five 
ethical factors described above. For the purpose of this 
scale, the ethical ratings for these items were scored either 
correct or incorrect based on accepted eth'ical standards as 
outlined in Hillerbrand and Claiborn's article. Subjects 
were scored correct if they rated a behavior appropriately 
"Never" or "Very often" ethical. In terms of absolute 
knowledge, the entire sample had a total correct mean of 4.63 
(SD= 2.55) for the twelve items. Reliability coefficient 
alpha for the ethical knowledge scale was .71. 
Two additional items were used to allow subject's to 
self-report their depth of understanding of the 
questionnaire, and their difficulty making the distinction 
between the ethical judgement ratings and frequency of 
practice ratings. Subjects rated their understanding of the 
questionnaire "mostly understood" (M = 4.2,' SD= .66). 
Subjects rated their difficulty in making the ethical vs. 
practice distinction as "not difficult" (M = 3.2, SO: .84). 
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Reliability and intercorrelations 
Table 38 ~nd Table 39 shows the intercorrelations of the 
E&P factors and the reliability coefficients for each scale 
(in parenthesis). All factors had acceptable internal 
consistency (given the number of four to seven items for each 
scale) which ranged from .58 to .90. FUrthermore, most of 
all intercorrelations between factors, though many were 
significant, were much lower than the coefficient alpha (each 
factor's correlation with itself) for each factor. 
Generally, ethics factors correlated higher with other ethics 
factors than with the matching practice ratings for that 
factor. 
Self-assessed understanding (Check1), item 128 in 
Appendix C of theE&P questionnaire, was negatively but 
significantly associated with the ethics factor of Sexuality 
and Disclosure- (Table 38). Apparently, the higher a subject 
rated their understanding the E&P questions, the less high 
ratings they gave on the ethics of these two factors. 
Subjects self-assessment of understanding correlated with the 
knowledge scale as well, lending some support to the 
knowledge scale's validity. 
Check2 (decision-making), item 129 in Appendix C, shows 
the self-assessed level of difficulty making the ethics 
versus practice judgements and was significantly correlated 
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Table 3S. Intercorrelations of E&P with ethics factors 
Ethics factors 
E&P 
Factor EF1 EF2 EF3 EF4 EF5 EGEN EKNOW 
EF1 (.7S) 
EF2 .27*** ( • 7S) 
EF3 .31*** -.01 ( • 61) 
EF4 .14** -.12* .30*** ( .58) 
EF5 .23*** .33*** -.02 -.04 ( .77) 
EGEN .82*** .50*** .48*** .11 .43*** ( • 86) 
EKNOW .16** .73*** -.13** .32*** .26*** .32*** ( .71) 
PF1 .60*** .11* .13 .OS .07 .42*** .04 
PF2 .12* .36*** -.09 .03 .10* .15** .30*** 
PF3 .OS .0"9 .29*** .21*** .08 .1S** -.04 
PF4 .01 .04 .10* .43*** .08 .02 -.15** 
PF5 -.02 .12* -.OS -.06 .43*** .02 .14** 
PGEN .20*** .13* .17** .24*** .27*** .23*** -.01 
CHECKl -.03 .09 -.16** -.10* .09 -.01 .15** 
CHECK2 .14** .13* -.01 -.04 .13* .14* .12* 
Note. Ethics factor codes: EFl = dual relations, 
EF2 = informed consent, EF3 = sexuality, EF4 = disclosure, 
EF5 = duty to warn, EGEN = general ethics, EKNOW = ethical 
knowledge. PF1-PF5 are practice ratings factors. CHECK1 = 
understanding, CHECK2 = difficulty. 
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Table 39. Intercorrelations of E&P practice factors 
Practice factors 
E&P 
Factor PF1 PF2 PF3 PF4 PF5 PGEN 
PF1 ( .71) 
PF2 .24*** ( • 60) 
PF3 .34*** -.04 ( .74) 
PF4 .22*** -.01 .60*** ( .75) 
PF5 .19* .15** .07 .27*** ( .74) 
PGEN .53*** .08 .79*** .80*** .35*** ( .90) 
CHECK1 -.01 .06 -.05 -.05 .13* .02 
CHECK2 .00 -.05 -.02 .06 .05 .04 
Note. Practice factor codes: PF1 = dual relations, 
PF2 = informed consent, PF3 = sexuality, PF4 = disclosure, 
PF5 = duty to warn, PGEN = general practice. Self-assesment 
items: Check1 = understanding, Check2 = decision. 
with five out of seven of the ethics subscales ranging 
from .12 to .14 (E<.05). The pattern suggests that those 
with greater ethical knowledge made higher ethics ratings 
than those who indicated more difficulty making the ethics 
and practice distinction. Though Check 1 and Check2 were 
moderately correlated with each other (~= .29, E<.OOl), the 
relationship seems complex in relationship to the other 
factors on the E&P. 
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Correlates of Ethics and Practice Questionnaire 
Table 40 and Table 41 show the correlations of the 
ethics and practice factors with items from the EQ. Of the 
total of 119 possible correlations of ethics factors with EQ 
items, only 20 reached a level of significance (see Table 
40). These significant correlations were all low, varying in 
strength from 0.10 to 0.33. Of the 102 possible correlations 
of practice factors with EQ items, 26 were significant but 
low in strength with a range from 0.10 to 0.32 (see Table 
41) • 
SUbject characteristics 
Age was associated with higher General Ethics (EGEN) 
scores (~ = .10 E<.05) indicating somewhat higher ethical 
ratings in general, however age was negatively associated 
with the Disclosure factor for both ethics and practice 
ratings. The older subjects may have seen these disclosures 
as less ethical and less frequently practiced as younger 
sUbjects. Gender differences have been described previously 
in relation to Sexuality, Disclosure factors and overall 
ethics ratings (EGEN). There were differences in ethical 
knowledge with women's scores (M = 5.3) higher than men's (~ 
= 4.6, ~ = 1.95 E= 0.05). Surprisingly, level of education 
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Table 40. Correlations of Ethics & Practice (E&P) ethics 
factors with Experience Questionnaire (EQ) items 
Ethics factor 
EQ 
Item(#) EF1 EF2 EF3 EF4 EF5 EGEN EKNOW 
Full sample (N = 342) 
Age -.04 .05 .09 -.10* -.04 .10* .09 
Sex -.01 -.01 -.33*** -.19*** -.06 -.17** .10* 
Edu -.03 .01 .03 -.02 .05 .04 -.02 
EQ1 -.04 .04 -.04 .09 -.04 -.07 -.06 
EQ11 .05 -.04 -.03 -.01 -.OS .06 .04 
EQ12 .10* .03 .10* .06 .03 .13* .02 
EQ14 .07 .OS -.05 -.12* .09 .OS .OS 
With counseling experience (n = 93) 
EQ2 -.10 -.03 .11 -.15 -.03 -.11 .11 
EQ3 -.lS* .07 -.11 -.13 -.09 -.15 .20* 
EQ4 -.09 .OS -.06 -.26** -.19* -.OS .22* 
EQ5 .06 -.0:3 .11 .24* -.01 .OS .04 
EQ6 .09 .12 .OS .OS .OS .12 .09 
EQ7 -.09 .07 -.14 -.20* -.12 -.06 .OS 
EQS .04 • OS . .04 -.04 .15 .10 .03 
EQ9 -.14 -.27** .13 -.06 -.lS -.21* -.14 
EQ10 .02 .14 -.lS* -.13 .10 .05 .15 
EQ15 .02 -.07 .03 -.09 .02 .03 .03 
Note. Ethics factor codes: EF1 = dual relations, 
EF2 = informed consent, EF3 = sexuality, EF4 = disclosure, 
EF5 = duty to warn, EGEN = general ethics, EKNOW = ethical 
knowledge. 
*E<.05. **E<.Ol. ***E<·OOl. 
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Table 41. Correlations of Ethics & Practice (E & P) 
practice factors with the Experience 
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Note. Practice factor codes: PF1 = dual relations, 
PF2 = informed consent, PF3 = sexuality, PF4 = disclosure, 
PF5 = duty to warn, PGEN = general practice. 
*~<.05. **~<.01. 
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was not significantly associated with ethical knowledge 
(EKNOW) nor was education a correlate of any of the E&P 
ethics or practice factors. The dichotomous question "Have 
you ever been in counseling?" was not associated with any of 
the E&P factor, however, a number of other aspects of 
counseling experience were. 
Correlates with prior experience 
It is useful to make separate comparisons of aspects of 
pr10r counseling experience (EQ) with ethics factors (Table 
40) and practice factors (Table 41). Dual relations factor 
(EF1) was associated with two items on the EQ, item 12 
("heard of another's unethical treatment") and item 3, (the 
number of sessions). These findings suggest that those 
without counseling-experience may have become aware of 
different unethical behaviors than those described by this 
factor, or pernaps are relatively unaware of the ethical 
issues involved with dual relations. However, those with 
more counseling experience rated these behaviors as less 
ethical than those with fewer counseling sessions. 
For the Informed Consent Factor, the data suggests the 
most significant factor to be whether the subject had 
experienced behavior that they rated unethical (EQ9). Those 
who indicated they experienced unethical behavior gave lower 
informed consent ethics ratings (see Table 40) as well as 
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lower practice ratings (see Table 41) for this factor. This 
suggests that those who have had negative experiences tended 
to view attempts at informed consent with greater suspicion 
than those who haven't had negative experiences due to their 
ommision when it was most needed. On the more positive side, 
those who gave higher overall ethics ratings of counseling 
ethicality perceived informed consent practices as practiced 
more frequently. 
In regard to the Sexuality ethical factor (Table 40), 
correlations show the gender differences already described in 
detail earlier. It is interesting to note that the more 
positive a counseling relationship is rated by those with 
prior counseling experience (EQ10), the more likely they will 
rate the sexual behaviors as less ethical (r = -.18, 2<.05) 
implying that it may be easier to recognize unethical 
behaviors when one has had a positive counseling experience 
than when one has had a less positive experience. 
The Disclosure factor (F4) had more significant 
correlations than any of the E & P factors with the EQ. 
Those with a greater number of counselors (EQ4) rated 
violations of confidentiality as less ethical (r = -.26, 
E<.Ol) and less frequently practiced than those with less 
experience. Those in individual counseling (EQ5) rated the 
disclosure ethics ratings higher and the practice lower 
compared to those in family counseling (EQ7). This might 
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indicate a greater sensitivity to the special issue of 
confidentiality within the family counseling setting. 
The Duty ~o Warn factor was not strongly correlated with 
any of the EQ items ethics ratings (Table 40), however 
practice ratings (Table 41) were significantly correlated 
with the four indicators of counseling experience (EQ2, 
duration of counseling: EQ3, number of sessions: EQ4, number 
of counselors: and EQ15, number of different kinds of 
counseling types). Generally, the more prior counseling 
experience the subjects have had, the higher frequency of 
practice ratings they assigned to the behaviors described by 
the Duty to Warn practice factor. with greater experience 
subjects may gain first hand exposure to these practices 
while remaining somewhat neutral on the ethics involved with 
these situations. 
Correlations of E&P self-assessment with the EQ 
Table 42 shows the correlations of the two self-
assessment items of the E&P, "Understanding" (Check1) and 
"Decision-making" (Check2) with the Experience Questionnaire. 
Understanding (Check1) was significantly associated with 
eight of the 18 items including: age, prior counseling 
experiences and overall ratings of ethical practices. As 
would be expected, those with prior experience rated their 
understanding higher than those without experience. However, 
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Table 42. Correlations of Experience Questionnaire with 








# of sessions (3) 









Knowledge of other's 
experience (11) 














































Note. Items 2 through 10 answered by those with 
counseling experience only (n = 93). Items 5 - 8 coded 1 = 
yes, 2 = no. Check1 = "How well did you understand the 
questions?" Check2 = "How difficult was it for you to 
distinguish between ethics and practice?" 
*E<.05. **E<.Ol. 
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those with more experience (ie. greater duration, # of 
sessions, # of counseling types experienced) rated their 
understanding higher than those with less counseling 
experience. The type of counseling most strongly associated 
with greater understanding was family counseling. Exactly 
why this is so is hard to explain however, however, it is 
consistent with other data obtained in this study. Those 
subjects with family therapy experience were more likely to 
have experienced unethical behavior (see Table 11). Perhaps 
this negative experience imparted some sense of personal 
understanding about ethics and ethical practices. 
Check2, the self-assessment aimed at how difficult it 
was to make the ethics versus frequency of practice 
decisions, was only associated with two of the 18 items. 
Both these items (EQ2 and EQ4) are negatively related to the 
duration of counseling. Those with more experience may, 
because of thelr greater understanding of the issues 
involved, have a more difficult time than those without prior 
experience who may tend to see counseling practices in more 
simplistic terms. 
Correlations of E&P with the EJS 
Table 43 displays the relationship of scores on the 
Ethical Judgement Scale and the E&P. The table shows the 
correlations by ethical stages and well as by overall EJS 
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Table 43. Correlations of EJS scales with Ethics (EF) and 
Practice (PF) factors from the E&P 
Ethical stage EJS scale 
E&P 
Factor PUN INS SOC IND PRI EJS MS 
EKNOW -.07 .02 .05 -.00 -.02 .02 -.08 
EGEN .01 -.03 .05 .02 -.05 -.02 -.05 
.PGEN -.03 .09 .03 -.05 -.04 -.05 -.04 
EF1 .02 -.02 .04 -.02 -.01 -.02 -.06 
PF1 -.06 .02 .05 .02 -.03 .01 .00 
EF2 -.03 -.02 .13* -.03 -.06 -.02 -.10* 
PF2 -.08 -.00 .03 .03 .02 .08 -.01 
EF3 -.01 -.06 -.03 .07 .02 .06 .06 
PF3 -.04 .07 .04 -.04 -.04 -.04 -.01 
EF4 .18** .06 .03 -.13** -.07 -.19** -.13* 
PF4 .03 .07 .07 -.12* -.05 -.12* -.09 
EF5 .05 .10* -.01 -.05 -.09* -.14** -.11* 
PF5 -.05 .04 -.00 -.04 .05 .04 .02 
CHECK1 -.06 -.09 .11* -.08 .11* .10* .00 
CHECK2 -.01 -.01 -.05 -.03 .10* .05 .01 
Note. stage codes: PUN = punishment, INS = 
institutional, SOC = societal, IND = individual, PRI = 
principle; scale codes: EJS = total score, MS = modal style. 
E&P .factor codes: EKNOW = ethical knowledge, GEN = general 
factor, F1 = dual relations, F2 = informed consent, F3 = 
sexuality, F4 = disclosure, F5 = duty to warn, Check1 = 
understanding, Check2 = ethics and practice decision. 
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scales. The EJS scale column represents the summation of all 
EJS items, while the MS scale shows the relation between the 
modal style (the discrete response type or ethical stage) 
with the factors of the E&P. 
The EJS is significantly associated with scores on the 
E&P for the Informed Consent ethics factor (EF2), and the two 
confidentiality ethics factors; Disclosure (EF4), and Duty to 
Warn (EF5). Additionally, the EJS is also related to the 
practice factor of Disclosure (PF4). These correlations 
indicate generally that higher scores on the EJS, which 
indicate more advanced stages of ethical development are 
associated with lower ratings on these three factors. 
This relationship between stages of development (EJS) 
and ethics factor ratings is not linear however, as most of 
these relationships are somewhat curvilinear. When one 
examines the Informed Consent factor for example, note that 
EF2 is also significantly associated with the societal stage. 
A one-way analysis of variance reveals between group 
differences using post-hoc pairwise comparisons (F= 2.12, 
E= .08) showing significant differences on the EF2 between 
the principle stage (~= 22.4), and three of the four other 
stages, particularly the societal stage (M = 27.~, ~ = 3.5, 
E<.01) which had the highest mean scores on this factor. 
Mean scores by EJS stage also have a curvilinear 
relationship with EF4 (Disclosure) where the Punishment stage 
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orientation had the highest score (M = 11.3) compared to the 
Individual stage (~= 8.7; t = 2.96, E<.01). This may be an 
example of an underlying difference in ethical orientation. 
Those with a Punishment orientation see disclosure as more 
ethical than those with an Individual rights orientation who 
would be more concerned about the autonomy of the client. 
Duty to Warn, EF5, places the Institutional orientation 
(~ on the EF5= 14.0) at odds with the Principled orientation 
of the EJS (~= 11.4: ~ = 2.5, E<.05). Here again, we may be 
seeing real differences between underlying ethical 
orientations consistent with the EJS stage theory. Those who 
are more focused on law and order would rate the ethics of 
mandatory reporting higher than those of a more Principled 
orientation. 
In terms of self-assessed understanding of the E&P 
(Check1) and the ease of making the the ethics and practice 
-distinction (Check2), those with higher EJS scores (and higher 
Principle stage scores) rated their understanding higher than 
those of lower stage scores. But only the principle score 
correlated significantly with Check2. Apparently, those of 
this highest stage orientation had the easiest time making the 
decision between ethics and practice ratings. 
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Correlation of E&P and CPAI 
Table 44 show the correlation between the E&P and 
general attitudes towards counselors as indicated by the 
Counselor Personal Attribute Inventory (CPAI). Ethics 
factors EF3 and EF4 were more strongly associated with 
negative attitudes towards counselors and therapists as shown 
by the General and the Negative factors and negatively 
associated with the ethical knowledge scale. Those subjects 
who rated the ethics of these factors higher (as more 
ethical) also tended to attribute more negative 
characteristics to counselors (see Table 36). These patterns 
may represent a general negative or cynical attitude towards 
counselors and not actual perceptions. The opposite kind 
of pattern emerges with the positive factor in relation to 
the E&P. Those factors generally seen as more ethical are 
significantly porrelated with positive attitudes towards 
counselors, and these behaviors are perceived as occuring 
more often. The dual relations factor EFl is the factor with 
the highest correlation with the positive factor of the CPAI. 
This factor was seen a only sometimes ethical by the majority 
of subjects. It may be that those with very positive outlook 
toward counselors and therapists are somewhat naive, but 
none-the-less, those with higher positive scores on the CPAI 
also scored higher on the ethical knowledge scale, so their 
optimism is not completely without some knowledge base. 
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Table 44. Correlations of Ethics & Practice (E&P) ethics 
and practice factors with the Counselor Personal 






























EF4 EF5 EGEN 
.20*** -.08 -.05 
.25*** -.08 .01 
-.04 .04 .14** 
factor 
PF4 PF5 PGEN 
.17** -.13* .17** 
.19** -.15** .24*** 
-.04 .00 .03 
Note. Ethics and Practice factor codes: EF1/PF1 = 
dual relations, EF2/PF2 = informed consent, EF3/PF3 = 
sexuality, EF4/PF4 = disclosure, EF5/PF5 = duty to warn, 
EGEN/PGEN = general factor. 
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Table 45. Correlations of self-assessment items from E&P 
with CPAI factors 
CPAI Understanding Decision 
Factor Check1 Check2 
General 
-.18*** .03 
Negative -.20*** .02 
Positive .05 -.01 
Note. Check1 = "How well did you understand the 
questions?" Check2 = "How difficult was it for you to 
distinguish between ethics and practice?" 
***E<·OOl. 
It is interesting to note (see Table 45) that negative 
-
attitUdes on the CPAI were also moderately correlated with 
low self-rated understanding (Check1) of the E&P but not with 
the difficulty of making the ethics and practice decision. 
It is possible that these negative correlations may be due to 
some language or conceptual difficulties with both the E&P 
and the CPAI. Given however that most found the E&P not 
difficult, it is more likely due to negative attitudes. 
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Comparisons of Students and Psychologists 
Although rigorous comparison between the subject 
population and professionals is beyond the scope of this 
study, making comparisons with the main study that provided 
much of the content of the E&P is useful. A analysis was 
done on the basis of those questions on the E&P that matched 
questions in Pope, Tabachnick, & Keith-Spiegel's (1987). 
Following the factor structure developed in this study a 
comparison was made between the psychologists in that study, 
and the subjects of this study (see Table 46) on ethics 
ratings. It was found that there were significant 
differences at both the item and factor level. 
For the Dual Relations factor, the students saw these 
behaviors as more ethical (M = 2.99) than did the 
psychologists M = 2.76). Students also thought the practice 
of these behaviors occured more frequently (M = 2.99) than 
did the psychologists (M = 1.83). For the Sexuality factor, 
there was insignificant differences between ethics ratings 
but students rated the frequency of these behaviors higher (M 
= 1.68) than the professionals (M = 1.08). Duty to Warn was 
seen by the students as less ethical (M = 3.35) than the 
psychologists (M = 4.43) but students overestimated the 
frequency of practice (M = 3.4) compared to psychologist's 
reports of their practices (M = 3.00). Direct comparisons on 
the other factors (F2 and F4) were not possible. 
141 
Table 46. Comparison of psychologists (Pro) and students 
(stu) by mean response ratings to ethics (E) and 
practice (P) items 
Proa stu Difference 
Item 
Pro stu Type M SO M SO M t 
1. 1. E 2.715 1.09 3.123 1.03 -0.408 -5.38*** 
P 1.738 0.79 3.082 0.85 -1.344 -23.74*** 
7. 2. E 3.538 1.22 2.432 1.16 1.106 . 12.96*** 
P 2.455 0.83 2.697 0.94 -0.242 -3.86*** 
9. 4. E 3.035 1.16 3.178 1.10 -0.143 -1.77*** 
P 2.446 0.96 2.953 0.92 -0.507 -7.53*** 
15. 8. E 1.746 1.00 1.264 0.58 0.483 7.97 
P 1.249 0.54 2.355 0.79 -1.106 -23.38*** 
16. 11. E 2.960 1.34 2.825 1.18 0.135 1.47 
P 2.413 1.46 3.251 1. 09 -0.838 -8.75*** 
18. 12. E 4.536 0.87 3.045 1.32 1.491 19.11*** 
P 3.250 1.48 3.287 1.03 -0.037 -0.38 
20. 13. E ~.804 1.11 2.809 0.99 0.995 0.13*** 
P 3.117 1.08 2.982 0.79 0.135 1.93 
25. 17. E 2.611 1.28 2.760 1.21 -0.149 -1.66 
P 2.002 1.23 2.673 0.89 -0.671 -8.50*** 
27. 20. E 4.262 1.08 3.307 1.31 0.955 11.26*** 
P 2.907 1.36 3.441 1.03 -0.534 -6.02*** 
32. 21. E 4.485 0.89 3.686 1.21 0.799 10.67*** 
P 2.854 1.57 3.472 0.98 -0.587 -5.92*** 
34. 22. E 4.586 0.66 4.256 1.01 0.330 5.60*** 
P 4.445 0.91 4.300 0.81 0.145 2.34 * 
. 
a Data from Pope, Tabachnick & Keith-Spiegel (1987). 
*E<.05. ***E<.OOl (two-tailed). 
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Table 46. (continued) 
Pro stu Difference 
Item 
Pro stu Type M SO M SO M t 
35. 23. E 3.303 1.34 2.369 1.21 0.934 10.16*** 
P 1.755 0.80 2.191 0.92 -0.436 -7.20*** 
37. 24. E 2.189 1.08 1.867 1.02 0.322 4.26*** 
P 1.418 0.56 2.085 0.83 -0.667 -13.56*** 
39. 25. E 1.816 0.99 1.444 0.95 0.372 5.35*** 
P 1.265 0.55 1.688 0.83 -0.423 -8.58*** 
40. 27. E 2.397 1.17 2.339 1.01 0.057 0.73 
P 1.762 0.98 2.859 0.81 -1.097 -16.79*** 
41. 28. E 1.711 1.05 1.768 1.01 -0.056 -0.76 
P 1.050 0.28 2.132 0.80 -1.082 -25.78*** 
42. 30. E 2.538 1.20 2.352 1.14 0.186 2.20* 
P 1.635 0.75 2.697 0.91 -1.022 -17.35*** 
43. 31. E 2.136 1.12 2.199 1.15 -0.063 -0.78 
P 2.171 0.92 3.454 1.00 -1.283 -18.78*** 
44. 32. E ~.904 1.12 3.008 1.13 -1.105 -13.70*** 
P 1.446 0.75 3.154 0.90 -1.708 -28.96*** 
47. 34. E 1.744 0.99 1.905 1.04 -0.161 -2.23* 
P 1.122 0.37 2.744 0.90 -1.622 -34.76*** 
48. 35. E 3.249 1.24 2.398 1.13 0.852 9.96*** 
P 1.647 0.77 3.291 0.90 -1.644 -27.29*** 
. 
52. 37. E 4.454 0.87 3.658 1.19 0.796 10.91*** 
P 3.885 1.17 3.608 1.00 0.277 3.52*** 
53. 38. E 3.439 1.31 3.256 1.29 0.183 1.97* 
P 1.716 1.12 3.006 1.04 -1.290 -16.65*** 
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Table 46. (continued) 
Pro stu Difference 
Item 
Pro stu Type M SO M SO M t 
54. 39. E 1.784 1.00 1.620 0.88 0.164 2.41* 
P 1.347 0.61 2.249 0.77 -0.902 -18.29*** 
55. 41. E 1.071 0.38 1.249 0.61 -0.178 -5.05*** 
P 1.028 0.18 2.124 0.84 -1.096 -27.26*** 
57. 42. E 2.264 1.16 2.539 1.12 -0.275 -3.37*** 
P 1.461 0.63 2.723 0.81 -1. 262 -24.70*** 
59. 44. E 3.192 1.23 3.003 1.09 0.189 2.26* 
P 2.088 0.84 2.974 0.81 -0.894 -15.17*** 
66. 47. E 3.556 1.38 2.178 1.13 1.378 -14.88*** 
P 2.503 0.79 3.160 0.91 -0.657 -10.86*** 
67. 48. E 1.369 0.81 1.781 0.93 -0.412 -6.62*** 
P 1.666 0.54 2.968 0.87 -1.302 -25.98*** 
68. 49. E 1.282 0.72 1.524 0.83 -0.242 4.41*** 
P 1.060 0.29 2.176 0.74 -1.116 -29.40*** 
75. 52. E 3.043 1.41 1.686 1.02 1.357 14.94*** 
P Z.023 0.81 2.807 0.95 -0.784 -12.51*** 
77. 53. E 4.651 0.67 4.407 0.92 0.244 4.35*** 
P 4.205 0.94 4.448 0.71 -0.243 -3.97*** 
33. 54. E 1.747 0.95 2.411 1.10 -0.664 -9.14*** 
P 1.200 0.52 2.630 0.83 -1.430 -30.03*** 
78. 55. E 1.068 0.40 1.259 0.64 -0.191 -5.17*** 
P 1.023 0.24 1.789 0.74 -0.766 -20.76*** 
70. 56. E 1.077 0.40 1.192 0.58 -0.115 -3.32*** 
P 1.090 0.32 2.145 0.88 -1.055 -23.64*** 
9. 57. E 3.036 1.16 3.003 1.11 0.033 0.41 
P 2.446 0.96 3.030 0.84 -0.584 -8.92*** 
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It appears from the above data that professionals have a 
different perspective on the ethics of Dual Relations and 
Duty to Warn factors but more similar ethics ratings on the 
sexuality factor. However, the rating' of the frequency of 
practice of these behaviors was quite different for all 
factors. This may suggest major differences in perceptions 
related to the very limited information these students have 
upon which to make these frequency judgements. Of the 
thirty-five questions utilized from the Pope, Tabachnick & 
Keith-Spiegel (1987) study, only two of the student item 
frequency ratings were significantly lower than the 
psychologist ratings. These two items were both related to 
counselor and client interactions on a first-name basis 
(Items 22 & 37). 
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DISCUSSION AND CONCLUSIONS 
Discussion 
The following discussion will address the four specific 
questions addressed in the problem statement proposed at the 
outset of this study: 
1) Is there a relationship between ethical judgment style and 
judgments of ethicality? 
2) Do past experiences in counseling influence perceptions 
of ethical practices, judgments of ethicality, perceived 
attributes of counselors and therapists? 
3) Is there a relationship between perceived attributes of 
counselors or therapists and judgments of ethical 
practice? 
4) How do ethicality judgments of subjects compare with 
ethicality judgments of professionals in relation to 
currently accepted ethical standards and practices? 
One additional question to be addressed which emerged as 
an important issue is the question of gender differences, 
specifically: 
5) How do gender differences impact the percepti~ns and 
judgments of the ethical practices of counseling? 
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Ethical Judgment Style and Judgments of Ethicality 
The data offers some support for the notion that there 
is a relationship between ethical judgment style and ethics 
ratings. The relationship of the Ethical Judgment Scale 
(EJS) and the Ethics and Practice Questionnaire (E&P) 
suggests that the relationship is strongest for specific 
behaviors or factors rather than as a broad or generally 
consistent pattern of responses to counselor behaviors (see 
Table 43). 
Overall rating of counseling ethical practices obtained 
in the Experience Questionnaire (EQ14) was significantly 
correlated with higher EJS scores, suggesting that the higher 
stages of development may be characterized by a greater 
perception that ethical behaviors occur as a norm rather than 
as an exception. An argument could be made that if the goal 
of counseling and therapy is to promote ethical judgment and 
moral development, then it would be expected to see an 
alignment of attitudes towards counseling goals and the 
higher stages of development particularly as defined by the 
EJS. 
The relationship between ethicality ratings and ethical 
stage might also be explained by a more generalized negative 
or positive attitude towards counselors, however the data 
suggest little correlation between general attitudes towards 
counselors (as determined by the CPAI) and the EJS (see Table 
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21). Although the data depicts a trend such that lower 
stages of the EJS have more negative attitudes than the 
higher stages, the curvilinear relationship complicates the 
interpretation of these results and points to one limitation 
of this study. 
The EJS as used proved to have unacceptably low internal 
consistency. This was perhaps partly due to the nature of 
the forced choice scoring and the limited number of items 
included. The full-form EJS has been criticized for low 
reliability and questionable validity by at least one study 
(Doromal & Creamer, 1988) and the reduced item format used 
here could only compound the reliability concerns and reduce 
the magnitudes of possible correlations. 
The question of validity is harder to judge and depends 
on whether the EJS was seen as measuring a continuous 
variable indic~tingstages of ethical development (the MS and 
EJS scales) or as a measure to categorize subjects by ethical 
styles. Ethical styles would be likened to a trait measure, 
defining subjects by characteristic and relatively consistent 
ways of responding to broad ethical issues. The data offers 
limited but positive support for the use of the EJS in both 
ways, however from a psychometric standpoint, the instrument 
needs improvement. 
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The Influence of Counseling Experiences 
The data from the Experience Questionnaire identifies 
the impact of numerous factors on frequency of practice 
ratings and ethicality jUdgments. Overall, those who have 
had prior experience in counseling gave higher overall 
ratings of ethical counseling practice than those who have 
not, running counter to the folk wisdom that familiarity 
breeds contempt. In this case it is just the opposite, 
except in those cases where subjects have had particularly 
negative experiences in counseling. 
The perception of ethical practice 
Though subjects with counseling experience may have had 
more opportunity to be exposed to the unethical practices of 
counselors, their first hand experiences might have mitigated 
the misinformation and negative impressions that others 
without experience may have of counselors and therapists. 
with greater experience and more exposure to the counseling 
process, subjects seemed to gain a more balanced idea of the 
function of counseling. For example, those with greater 
experience perceive the behaviors of the Duty to Warn factor 
as occuring more frequently, perhaps indicating a greater 
understanding of the role of confidentiality in this 
dimension. Furthermore, those with greater experience 
perceived confidentiality disclosures (PF4) as happening less 
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frequently, suggesting increased trust in counselor's 
protection of confidentiality, albeit a confidentiality with 
limits. 
The impact of negative experiences 
The impact of negative experiences in counseling, 
particularly the experience of unethical behavior had some 
impact on perceptions of ethical practices in general and 
particularly the overall rating of ethicality. Unethical 
behavior was specifically associated with the informed 
consent factor. Those who believed they experienced 
unethical behavior, or who were unsure, were more likely to 
perceive informed consent as less frequently practiced 
whereas those who had not experienced unethical behavior 
perceived the opposite. More troubling is the fact that 
those who have_experienced unethical behavior on the part of 
their counselors were more likely to rate informed consent 
practices as less ethical. This could signify some cynicism 
on the part of these client for whom the informed consent 
process (if it existed) did not meet their needs for help or 
protect them from the unethical behavior of their counselors. 
Contrast this with the fact that those with more counseling 
experience (experience with more than one counselor) were 
more likely to give the practice of informed consent higher 
frequency of practice ratings and higher ratings for overall 
150 
ethical practices. 
To summarize, the counseling experience for all subjects 
tended to be perceived as mostly positive (~ = 3.3, where 1= 
"extremely negative experience" and 5= "extremely positive 
experience") and these experiences tended to reflect well on 
general judgements of ethicality. Contrary to results 
reported by Hillerbrand and Claiborn (1988), those clients 
who had greater length of time in counseling knew more about 
the ethical issues related to counseling based on their 
performance on the Ethical Knowledge scale (EKNOW) of the 
E&P. It is interesting to note that just a little more than 
half of those subjects with prior counseling experience (58%) 
stated that their main source of information about counseling 
was from the counseling they received. This finding may 
indicate that the real learning and benefits from counseling 
comes only frop a longer exposure to the counseling process. 
Perceived Attributes and Ethicality Judgments 
The experience of unethical behavior clearly was 
associated with higher attributions of negative qualities in 
counselors and a reduction in positive attributions as well 
(see Table 14). However, the rating of counseling 
experiences was the strongest predictor of scores on the 
CPAI, which attests to its validity as a measure of both 
negative and positive attitudes using counselors and 
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therapists as the target stimulus. Likewise, the overall 
rating of ethical practice was moderately correlated with 
both negative and positive attributes. It appears that when 
asking for more general evaluations of clients and non-
clients of the ethicality of counseling practices, general 
attributions are an important correlate. 
Negative attributions towards counselors was moderately 
associated with low ethics and practice ratings on the E&P 
(see Table 44) on the Disclosure and Sexuality factors 
suggesting that these are areas of particular sensitivity, 
whereas for positive attributions, the ethics and practice 
ratings of Dual Relations and Informed Consent were more 
strongly related. A pattern emerges that suggests that those 
with more positive attitudes rate counselors as more friend-
like and more able to set clear boundaries through the use 
of informed consent. When those boundaries are violated 
through the perception of sexual contact or confidentiality 
disclosures, an equally strong negative attitude emerges. 
The experiences that most strongly correlate with both 
of these factors are having heard of someone else's unethical 
treatment (EQ12). For those with prior experience, to have 
participated in group counseling is associated with the 
perception that violations of sexuality are more common. 
Presumably, in group counseling situations, stories of sexual 
improprieties are discussed. As mentioned before, those who 
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have had experience with family therapy perceived that 
violations of confidentiality are more common than in other 
. 
forms of therapy. Apparently, these clients felt their 
individual autonomy was being violated for the purposes of 
the family treatment, a complaint frequently associated with 
family therapy and an issue of extreme importance for the 
younger adults who made up the bulk of this study. 
Comparisons of Students and Professionals 
Direct comparisons between students and professionals on 
the basis of the data is somewhat speculative. Clearly the 
knowledge base is quite different, with professionals relying 
on ethical standards, training, and professional experience 
while the students, responding to the research 
questionnaires, used mostly their own personal ethical 
sensibility to_make judgments of ethics and practice. Given 
that a majority of item response comparisons between the 
student sample and the psychologists were significantly 
different, it is difficult to discriminate clearly between 
areas of consistency or inconsistency with the ethical 
practices of professionals except at the factor level. 
However, a number of themes do emerge which suggest agreement 
or disagreement with the standards ethical practices that 
professionals endorse related to dual relations, informed 




The students differed in their ratings of items in the 
dual relations factor compared to professionals. This may 
imply that students think about the counseling relationship 
more as a special kind of "friendship" and have less trouble 
thinking about developing a broader relationship with a 
counselor, a relationship that may extend beyond the 
boundaries that many counselors feel comfortable with. 
However, this relationship would not, on the basis of these 
data, include the counselor or therapist expressing strong 
and deeply felt emotions towards the client. Items related 
to self-disclosure, (including the expression of anger, 
disappointment, or even sexual attraction) were not highly 
endorsed by these subjects, yet self-disclosure was 
considered to be an "almost universal behavior" in the Pope 
et ale (1987) study of psychologists (p. 998). 
It is likely that in this area, counselors and 
therapaists are more sensitive to dual relations issues than 
our clients. Clients may be operating out of their own 
personal needs for a quasi-personal relationship. If that is 
the case, the greater sensitivity of counselors to dual 
relations issues is warranted to protect clients at best 
naive, and at worst, very needful of a personal relationship. 
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Informed consent 
The data provides a hearty endorsement for the practice 
of informed consent. As a factor, it received the highest 
overall ethical rating (see Table 37). It was significantly 
associated with higher overall rating of ethical practice. 
Although a negative finding, those who had negative prior 
experiences with counseling (experienced unethical behavior) 
had significantly lower ratings of both the ethics and 
practice of informed consent. 
How much is understood by client about the particulars 
of informed consent is unclear. The ethical knowledge scale 
drew heavily upon items related to informed consent with over 
half of the variance on the informed consent factor shared 
with the knowledge scale. From these data, it appears that 
this knowledge of the particulars of informed consent is 
poor. The positive endorsement for the ethics of informed 
consent coupled with the lack of displayed knowledge supports 
the argument for more focus on informed consent and ways of 
providing this information. 
Sexuality 
Sexuality was one issue where there appears to be some 
consistency between professionals and the research subjects 
ratings in these areas. Clearly, overt sexuality is 
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considered generally and seriously unethical by most clients 
(or potential clients) and professionals. There are also 
clear gender differences among professionals that mirror 
gender differences seen in the present study in both ratings 
of ethics and frequency of practice. 
But there may be differences between professionals and 
students in what constitutes unethical behavior, especially 
in the less overt behaviors like hugs, handshakes and kisses. 
Here, the professionals are more conservative in their 
ethical ratings than the research subjects who may see some 
of these behaviors as more "friendlike". However to 
adequately analyze this area further would require greater 
comparisons on a gender basis of both professionals and 
students testing same-sex and opposite sex combinations of 
client and counselors. 
Confidentiality 
There seems to be a fair amount of consistency of 
responses between psychologists and subjects on the ethics of 
confidentiality disclosures, especially unintentional or 
social disclosures. Both professionals and the subjects of 
this research seem particular sensitive to issues of 
confidentiality. Professionals however seem to believe these 
violations of client/counselor confidentiality happen less 
often than do students. 
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The age of the subjects may account for some of the 
differences between their ethics and practice ratings and the 
professional ratings based on legal and ethical standards. 
In the case of Duty to Warn, the subjects maintain some bias 
towards non-disclosure even in cases of suicide and homocide 
risks. These subjects are especially sensitive to violations 
of confidentiality in areas related to access to information 
(especially violations of the counseling relationship by 
family, school advisors, and even the counselor's 
supervisor). It seem that these subjects have very little 
real understanding of the limits of confidentiality in these 
cases. It is interesting to note that this attitude may 
change with age and greater experience in counseling, as both 
are associated with higher ethical ratings in this area. 
Gender Differences and Ethical Judgments 
One factor that emerged in the study was the effect of 
gender differences as a consistent and pervasive factor in 
much of the data. Although men and women differed slightly 
in age and educational level, there were other differences of 
greater importance to the study of ethical judgments and 
ethical development. 
Women appear to have had a more positive attitude 
towards counselors than men as shown in CPAI scores (see 
Table 14), or at the very least, they make less negative 
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attributions. Women also had a higher score on the EJS 
overall, with significantly less women classified in the 
Punishment orientation, and significantly more in the 
Principled orientation. This relationship may be 
overestimated due to the relatively smaller numbers that 
occupy the extreme stage orientations. But it is an on-going 
debate in the moral development literature about whether 
Kohlbergian measures of moral development are biased against 
females, and whether at a more basic level women and men 
operate from different moral reasoning structures (see 
Gilligan, 1982). If the EJS is an accurate translation of 
Kohlberg's developmental theory, it appears in this study 
that women are at a higher level developmentally. 
The present study does not measure moral reasoning as 
such but rather addresses itself more to judgments regarding 
specific behaviors and the perceptions that relate to those 
judqments. Trying to compare men and women in general terms 
about ethical issues may indeed be like trying to compare 
apples and oranges; men and women have a different 
perspective on a variety of issues. One area extensively 
highlighted in this study is the different ratings that men 
and women assign to behaviors related to client and counselor 
physical, personal and sexual interactions (see figure 1 
through 3). The conclusion is that the more overt and 
seXually explicit the behaviors, the greater the disparity in 
158 
ethics ratings between men and women. Thes differences in 
ethical judgment was not mirrored in the frequency of 
practice ratings. 
This was not the only difference between men and women. 
Women also seemed to have more concern about the Disclosure 
factor as well. Women rated the ethics of this factor 
significantly lower than men. Again, there were no 
significant differences in the perception of the frequency of 
these behaviors. But the patterns suggest that women and men 
view issues of confidentiality disclosure differently than 
men. 
Conclusion 
This study is an attempt at an inquiry into the 
structure and makeup of ethical judgments and the general 
attitudes towards counselors. It is largely correlational, 
descriptive, and exploratory in nature as there have been few 
studies reported that have attempted to explore this area in 
any systematic way. 
A weakness in this approach is that there is no firm 
theoretical framework that guides the research. There is a 
wealth of material outlining general ethical theory, and the 
application of ethical theory to the professions has been 
codified in ethical standards and principles that guide many 
of the counseling and related professional fields. But few 
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studies have addressed the issue from the users' perspective, 
to understand their point of view. 
There is little research of which to compare these 
results to ascertain the validity. As an exploratory study, 
much of the results are presented with correlational data 
using non-standardized instruments, with correlations 
ranging from low to medium in size (between instruments). 
and with the large number of correlations reported, the 
likelihood of chance associations must be taken into 
consideration when generalizing from these results. 
Another limitation is the lack of standard instruments 
readily available specifically applied to the relationship of 
counseling and ethical jUdgments. There are instruments for 
measuring moral reasoning, but they are not as relevant to 
counseling clients~ The EJS in particular was chosen for its 
face validity, but its lack of internal consistency is 
problematic, as well as its lack of published validity 
studies showing its relation to other better known 
instruments measuring moral reasoning. 
The question of generalizability is important. This 
study is highly dependent on the synthesis and interpretation 
of the factor analysis. Given the small number of items used 
for each factor, it would not be prudent to assume that these 
factors adequately sample the entire domain suggested by the 
factor interpretations. More work aimed at improving the 
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reliability as well as the validity of the instruments used 
in this study could produce more useful data. It would be 
interesting, for instance, to be able to sample a population 
of both professionals and actual clients. It would be useful 
to understand the impact of various types of psychopathology 
on ethical judgments and perceptions. It would also be 
useful to understand the impact of actual therapist behaviors 
on perceptions of ethicality. 
Lastly, it would be useful to understand how to best 
facilitate the development of ethical knowledge in clients 
during the counseling process. Many have advocated the 
informed consent process, and the greater benefits of a more 
participatory process. It remains to be seen whether this 
approach will ever meet with wider acceptance. This study 
seems to support the concept that informed consent is 
associated with the perceptions of ethicality. If these 
perceptions are important to our clients then surely it is of 
mutual benefit to both clients and counselors to create 
opportunities to discuss the ethical standards and legal 
parameters that surround the client/counselor relationship. 
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APPENDIX A 
Counseling Experience Questionnaire (EQ) 
The following section asks questions that will help us with 
information about your personal experience with counseling or 
psychotherapy. For this study, the words counseling and 
psychotherapy and therapy are used with the same meaning. 
Counseling or psychotherapy means the use of the services of 
a someone designated as a counselor or therapist] to discuss 
personal concerns, transitions, relationship issues, or 
problems with work and life circumstances. 
What is NOT considered counseling or psychotherapy for this 
study is the routine guidance and information provided within 
schools related to course selection and class requirements, 
career advising, or the kind of help offered by others in an 
informal manner. 
DEMOGRAPHIC INFORMATION]: 
Please fill in the following information where indicated on 
your top answer sheet BEFORE answering any other questions on 
the first questionaire: 
SEX: 
(M) for Male or (F) for Female 
GRADE OR EDUCATION: Your present classification? 
0 = You are not enrolled at the University 
1 = Freshmen 
2 = Sophomore 
3 = Junior 
4 = Senior 
5 = Beyond senior, but not graduate student 
6 = Graduate student 
DATE OF BIRTH: Show the Month and Year you were born. 
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ANSWER ALL QUESTIONS BY CHOOSING THE ONE RESPONSE THAT BEST 
DESCRIBES YOUR EXPERIENCE. 
1. Have you ever been in counseling or therapy? 
(Answer YES only if you have seen a counselor or 
psychotherapist for help with personal problems and 
concerns. Answer NO if you have only seen counselors 
for school advising matters, or for career advising.) 
A) YES 
B) NO 
If you answer NO to this question, please skip to 
question # 11. 
2. How long have you been in counseling or psychotherapy? 
(If you have been in counseling or therapy more than 
once, indicate the combined duration of your 
experience): 
A) Up to about 1 month 
B) Up to about 3 months 
C) Up to about 6 months 
D) Up to about 1 year 
E) Over 1 year duration 
3. How many sessions total did you attend? 
A) 1 to 6 sessions 
B) 7 to 12 sessions 
C) 13 to 24 sessions 
D) 25 to 50 sessions 
E) over 50 sessions 
4. Number of counselor/therapists you have received 
services from: 
A) Only one counselor/psychotherapist 
B) 2 different counselors/psychotherapists 
C) 3 different counselors/psychotherapists 
D) 4 different counselors/psychotherapists 
E) More than 4 different/psychotherapists 
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Questions 5 - 8 Indicate the TYPE of counseling/therapy 
received by choosing answer (A) to indicate YES, 
(B) to indicate NO. 
5. The type of counseling/therapy I received was INDIVIDUAL 
counseling. (Primarily just you and the counselor or 
therapist met together.) 
(A) YES (B) NO 
6. The type of counseling/therapy I received was MARITAL or 
COUPLE counseling. (Primarily you and a partner 
attended counseling together.) 
(A) YES (B) NO 
7. The type of counseling/therapy I received was FAMILY 
counseling. (You and your family members attended 
together primarily.) 
(A) YES (B) NO 
8. The type of counseling/therapy I received was GROUP 
therapy. (You attended a group sessions run by a 
counselor/therapist. 
(A) YES (B) NO 
9. Have you ever experienced any behavior on the part of 
your counselor(s) or therapist(s) that you considered to 
be UNETHICAL BEHAVIOR? 
A) NO 
B) I'm not sure/don't know 
C) YES 
10. Overall impression of your experience in counseling or 
therapy: 
A) Extremely negative experience 
B) Mostly negative experience 
C) Mixed; some negative, some positive experience 
D) Mostly positive experience 
E) Extremely positive experience 
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11. How much have you heard or discussed about someone 
else's counseling/therapy experience: 
A) NONE - I have NOT heard of anyone's experience in 
counseling/therapy. 
B) I have only HEARD of someone's experience in 
counseling/therapy. 
C) I have TALKED a little with someone I know who 
has been in counseling/therapy about their 
experience. 
D) I have talked IN DEPTH with someone I know who 
has been in counseling/therapy about their 
experience. 
E) I have talked with MORE than one person about 
their experience(s) in counseling/psychotherapy. 
12. Have you ever heard about someone else who had an 
experience of behavior on the part of their counselor or 
therapist that they considered unethical? 
A) NO 
B) I'm not sure/don't know 
C) YES 
13. I know about counseling and psychotherapy MOSTLY from: 
(Check the one that best describes your knowledge) 
A) classes, studies or training in 
counseling/therapy 
B) personal, first-hand participation 
C) family members or significant others 
D) friends or acquaintances 
E) the media - news, TV, magazines, movies, etc. 
14. My overall impression of how ethical the practice of 
counseling and psychotherapy is: 
A) Extremely Unethical 
B) Mostly Unethical 
C) Mixed or Not Sure 
D) Mostly Ethical 
E) Extremely Ethical 
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APPENDIX B 
ETHICAL JUDGEMENT SCALE 
Instructions: 
In the following section, you will be presented with a number 
of hypothetical incidents which represent the kind of ethical 
dilemmas or situations that counselors or therapists 
sometimes encounter. We ask that you put yourself in the 
professional's shoes and consider what course of action you 
would take if YOU encountered this problem. 
After each incident, you will be given 5 choices of action. 
Select the response that seems closest to the way you would 
respond to this situation. For each problem, you may choose 
only 1 response. Indicate your response on the separate 
answer sheet provided. 
There are no correct or incorrect answers to these problems. 
For certain questions, it may be that none of the answers 
seem right to you. In that case, please choose the one 
alternative that seems most acceptable to you. If more than 
one alternative seems right, choose the one that you believe 
to be the most important action to take. 
For example, notice the following sample question: 
28. You are a professor of counseling and you discover that 
one of your colleagues has taken credit for a report that 
was written by a student. 
A) Forget the incident 
B) Anonymously report the faculty member 
C) Confront the professor 
D) Talk to the chair of your department 
E) Discuss it with the student involved 
Supposed you believe (C) is the best answer. You would 
indicate your answer on the separate computer answer sheet 
provided in the space for question #28. Blacken in the circle 
for eC) on question #28 as shown below: 
28. (A) (B) (C) (D) (E)] 
Remember to answer each question that follows. We would 
appreciate your thoughfullness and truthfullness in your 
responses. 
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ETHICAL JUDGEMENT SCALE 
INSTRUCTIONS: Read the following 11 scenerios. Choose the 
ONE alternative action (A through E) that seems most 
appropriate to you. Make your answers only on the 
computerized answer sheet provided. 
Incident #1: THE PRISON ESCAPE 
1. You are a counselor in a community mental health center. 
A young man who had received short-term counseling from 
you two years ago, enters your office and explains that he 
is an escapee from the state prison where he is serving a 
ten-year term for child molestation. He has been on the 
run for several months. He appears tired, anxious and 
scared. He states that he is undecided about his next 
move: He does not know whether he should leave the 
country or give himself up. 
COUNSELOR ACTIONS: 
A) Explain that you cannot make his decisions but 
that you will try to help find possible 
solutions. 
B) Tell him you will work with him but that he 
should turn himself in to avoid further 
trouble. 
C) Tell him you do not work with criminals and 
report him immediately to proper authorities. 
D) Here is a person in trouble - give him help 
without regard for his behavior or for later 
consequences. 
E) Help him to understand the seriousness of his 
crimes and counsel him to surrender 
immediately. 
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INCIDENT #2: DRUGS 
2. A client you have been working with for a period of time 
explains that he has been taking drugs and really thinks 
"it is great." He confidentially tells you that the drugs 
have made him more imaginative and alert. They have 
increased his thinking but he fears the medical 
consequences after reading about the dangers of drugs in 
the newpapers. 
COUNSELOR ACTIONS: 
A) Immediately direct the young man to a drug 
center where he can learn to eliminate the 
habit. 
B) Report his drug activities to the proper 
authorities. 
C) Help him understand the meaning of his 
dependency on drugs. 
D) Tell him that some drugs may not really be 
harmful and suggest that he has a right to "do 
his own thing." 
E) Reinforce his concern over the danger of 
taking drugs and encourage him to terminate 
the practice immediately. Give him additional 
literature to strengthen his decision. 
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INCIDENT #3: THE SUICIDE 
3. During the course of a session with a therapist, a client 
admits that he is planning to commit suicide. He is 
completely disorganized, his school work is failing, he 
has no friends, and he finds no purpose in continuing the 
struggle for existence. 
THERAPIST ACTIONS: 
A) The therapist should tell the young man that 
it is wrong to take a life even one's own. 
Because the client feels so strongly he should 
also tell him to seek help from a 
psychiatrist. 
B) The therapist should try to help the client 
gain more self-confidence by stressing his 
strong qualities. 
C) Because of the importance of the situation, 
his parents or nearest relatives should be 
contacted immediately. 
D) The therapist should contact the Suicide 
Prevention Center: it can then attempt to 
adequately deal with the client's 
disturbances. 
E) So that he can learn to interact with young 
people and share some commong interests, the 
therapist should direct the client to various 
youth organization. 
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INCIDENT #4: THE LAWSUIT 
4. The parents of a seventeen year old female are planning to 
sue a counselor for withholding information concerning 
their daughter's pregnancy and abortion which resulted in 







The counselor should stand on the position of 
client-counselor confidentiality without 
regard for personal consequences. 
The counselor can claim client-counselor 
privilage and not discuss the situation with 
the parents without the daughter's permission. 
The counselor should convince the parents that 
the action taken was in good faith. 
The counselor can apologize to the parents 
saying that he did not know what action the 
girl would take. 
The counselor should seek legal advise from 
colleagues and professional association, since 
the counselor may have been partially 
responsible for the client's action. 
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INCIDENT #5: BIRTH CONTROL 
5. A young male seeks your advice as a counselor in the area 
of birth control. He is 15 years of age and is actively 
engaging in sexual relations He is tired of his parents 
meddling into his affairs. He states that his parents are 
very conservative regarding sexual matters and he is 
seeking specific information from you. 
COUNSELOR ACTIONS: 
A) Suggest that premarital sexual relations are 
wrong and that they can lead to more severe 
problems like venereal disease, pregnancy, 
and aids. 
B) Tell the young man that you cannot handle 
medical problems and that he should seek the 
advise of a physician. 
C) Help him to understand the meaning and impact 
of his behavior. 
D) Inform his parents of his promiscuous 
behavior. 
E) Give him the names of referral agencies that 
will provide him with appropriate birth 
control-information. 
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INCIDENT #6: TEST RESULTS 
6. A college student has 
his therapist and the 
disturbed individual. 
results of the test. 
THERAPIST ACTIONS: 
taken a personality test given by 
results indicate a severely 
The client wants to know the 
A) The client should be directed to a psychiatric 
facility or agency, for further testing 
because he might prove dangerous to himself or 
other students. 
B) The true results should be made known to the 
client because he asked for the testing and 
has a legitimate right to find out the correct 
results. 
C) The therapist should tell the client not to 
worry about it and that he cannot give out the 
results because it is against policy. 
D) Upon questioning the therapist, the student 
will be told the results were "about normal. 1I 
The therapist fears that the test results 
might aggravate the student's emotional 
condition and increase the disturbance. 
E) The student's parents should be notified 
immediately and proper psychiatric attention 
should be made available. 
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INCIDENT #7: THE PREGNANCY 
7. You are a college counselor. A young women, who has just 
entered her freshman year at the college, seeks your 
advice. She has been dating a young man for several years 
and much to her distress, finds herself pregnant. The 
young man, who is a student, wants to marry her and wants 
her to have the child. She is undecided about marrying at 
this time because she is intent on finishing her education 
and also she does not want the responsibility of a baby. 
COUNSELOR ACTIONS: 
A) Help the client to consider marrying the young 
man and having the child. Discuss possible 
opportunities for continuing her education 
after the birth of the baby. 
B) Tell her that her parents may have to be 
informed because she is a minor. 
C) Since she is opposed to having the child, help 
her to seek avenues of terminating the 
pregnancy. 
D) Discuss the possible problems resulting from 
abortion. Direct her to the proper 
authorities so that she can have the child and 
then give the infant up for adoption. 
E) Arrange a conference with her and the 
prospective father to discuss possible 
alternatives and their consequences. 
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INCIDENT #8: HOMOSEXUALTY 
8. A male teenage client comes to you, his therapist, in a 
panic because he has had homosexual encounters with other 
men. He fears that he will be found out and worries that 
he has contracted AIDS because of his casual contacts. 
THERAPIST ACTIONS: 
A) Counsel him that his behavior is wrong and 
sooner or later he will be discovered. 
B) Turn him over to the disease control 
authorities so that his contacts can be 
traced. 
C) Help the client to understand his behavior and 
its possible consequences for his emotional 
state. 
D) PUt him in touch with a physician who will 
handle the case confidentially. 
E) Tell him that he has a medical problem that 
must be resolved before a therapist can work 
with him. 
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INCIDENT #9: GOING TO COURT 
9. A therapist has been working with a client for some time. 
The client has committed a crime and the therapist has 
been summoned to court and advised to bring all of the 
client's records with him. 
THERAPIST ACTIONS: 
A) . Since the records could be damaging to the 
client, the therapist should destroy or hide 
them. 
B) Since the therapist has received a summons, 
the therapist should comply with the request 
of the authorities. 
C) The therapist should appear in court without 
the records claiming that they are 
confidential. 
D) The counselor should refuse to appear in court 
because of the confidentiality of the 
client-therapist relationship. 
E) The therapist should turn over only the basic 
information saying that these are the only 
records available on the client. 
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INCIDENT #10: MARITAL COUNSELING 
10. You are a marriage counselor. In counseling a married 
couple, you have seen the husband and wife individully 
for several months. When you see them together, the 
husband continually confronts his wife's accusations that 
he has been with other women by charging her with 
paranoia and insecurity. She complains that his 
womanizing is the only stumbling block in their 
relationship. You realize that she is correct in her 
accusations because her husband has admitted his affairs 
to you during individual counseling sessions. She seeks 
your assistance. 
COUNSELOR ACTIONS: 
A) Disregard your knowledge of this situation 
because it was told to you in confidence. 
B) Inform the wife that while she has agreed that 
what she has said in individual counseling is 
open for discussion, her husband has not 
agreed. 
C) Discuss the wife's feelings and attempt to 
have the husband understand how she could be 
reacting in this way. 
D) Inform the couple that for counseling to be 
successful, both must be honest with each 
other. 
E) Inform the wife and husband that she is 
correct and unless the extramarital affairs 
stop, the marriage cannot be saved. 
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INCIDENT #11: THE JOB REFERENCE 
11. As a counselor you are asked to write a job 
recommendation for a former client. The client has 
signed a release of information form for the prospective 
employer. However, the recommendation form contains 
questions related to the client's intellectual and 
emotional history which could possibly damage the 
client's chances of obtaining the job. 
COUNSELOR ACTIONS: 
A) Refuse to complete the recommendation by 
disregarding the request. 
B) satisfy the client's wishes without divulging 
any negative or confidential information which 
could be damaging to the client. 
C) Complete the recommendation to the best of 
your knowledge without regard for the posible 
consequences to the client. 
D) Attempt to contact the client informing him 
that the recommendation form contains 
questions that should be considered 
confidential and that the release of 
information form should not have been signed. 
E) Since the client has signed a release of 
information form, the prospective employer has 
a right to be aware of the client's past 
intellectual and emotional state. 
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APPENDIX C 
Ethics and Practice Questionaire 
The following is a series of statements that describe 
behaviors of counselors or psychotherapists. For each 
question, you are asked to make a rating of whether YOU 
consider the practice ethical, and a judgement of the 
frequency of which counselors or therapists practice this 
behavior. In other words, FOR EACH SITUATION, YOU WILL BE 
REQUIRED TO MAKE 2 JUDGEMENTS: 
(1) An ETHICAL judgement; whether in your opinion the behavior 
is correct according to your standards or what you believe 
OUGHT to be the standards that apply to counseling and 
psychotherapy. 
(2) A frequency judgement; your assessment of the frequency of 
which the behavior is actually PRACTICED by counselors or 
psychotherapists. 
For each question, you will use the following answer scale to 
indicate your responses: 
NEVER RARELY SOMETIMES OFTEN VERY-OFTEN 
A B C D E 
Let's say for example, you read the following statement: 
3/13~ LENDING A CLIENT MONEY: 
3. Ethical? 13. Practiced?} 
On the answer sheet provided, you would show your Ethical? 
judgement response on question #3. You would show your answer 
to the Practiced? question on #13. Notice that the answers to 
each question are paired next to each other on your answer 
sheet. This should make it easier to keep track.of your 
answers. PLEASE TAKE A MOMENT TO LOOK AT THE EXAMPLE ON THE 




















Ethics and Practice Questionaire 
BECOMING SOCIAL FRIENDS WITH A FORMER CLIENT. 
1. Ethical? 11. Practiced? 
TELLING A CLIENT: "I AM ANGRY AT YOU." 
2. Ethical? 12. Practiced? 
AT THE BEGINNING OF COUNSELING: BEING INFORMED OF 
THE APPROACH THE THERAPIST USES. 
3. Ethical? 13. Practiced? 
HUGGING A CLIENT. 
4. Ethical? 14. Practiced? 
ALLOWING A STUDENT'S ADVISOR ACCESS TO THEIR 
RECORDS WITHOUT PERMISSION. 
5. Ethical? 15. Practiced? 
AT THE BEGINNING OF COUNSELING, BEING TOLD OF 
ALTERNATIVES TO COUNSELING OR THERAPY. 
6. Ethical? 16. Practiced? 
ALLOWING THE COUNSELOR'S SUPERVISOR ACCESS TO A 
CLIENT'S RECORDS WITHOUT PERMISSION. 
7. Ethical? 17. Practiced? 
TELLING A CLIENT, "I AM SEXUALLY ATTRACTED TO YOU." 
8. Ethical? 18. Practiced? 
AT THE BEGINNING OF COUNSELING, BEING TOLD OF THE 
RISKS ASSOCIATE.D WITH COUNSELING/THERAPY. 
9. Ethical? 19. Practiced? 
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10/20. SEEKING RECORDS OR REPORTS ABOUT A CLIENT FROM 
(10) OTHERS OUTSIDE THE COUNSELING AGENCY WITHOUT THE 
CLIENT'S PERMISSION. 
10. Ethical? 20. Practiced? 
21/31. REFUSING TO LET CLIENTS READ CASE NOTES. 
(11) 
21. Ethical? 31. Practiced? 
22/32. BREAKING CONFIDENTIALITY IF CLIENT IS HOMICIDAL. 
(12) 
22.' Ethical? 32. Practiced? 
23/33. USING SELF-DISCLOSURE AS A THERAPY TECHNIQUE. 
(13) 
23. Ethical? 33. Practiced? 
24/34. AT THE BEGINNING OF COUNSELING, BEING TOLD OF THE 
(14) COUNSELOR'S RATE OF SUCCESS. 
24. Ethical? 34. Practiced? 
25/35. TAPE RECORD CLIENT SESSIONS WITHOUT PERMISSION. 
(15) 
25. Ethical? 35. Practiced? 
26/36. A GROUP THERAPIST INSISTS THAT ALL GROUP MEMBERS 
(16) WILL DISCLOSE THEIR REAL FEELINGS TO EVERYONE IN THE 
GROUP. 
26. Ethical? 36. Practiced? 
27/37. ALLOWING CLIENT ACCESS TO PSYCHOLOGICAL TESTING 
( 17) REPORTS. 
27. Ethical? 37. Practiced? 
28/38. DISCUSS A CLIENT WITH PROFESSIONALS OUTSIDE THE 
(18) COUNSELING AGENCY WITHOUT PERMISSION. 
28. Ethical? 38. Practiced? 
29/39. AT THE BEGINNING OF COUNSELING, BEING TOLD THE 
(19) EXPECTED LENGTH OF COUNSELING. 
29. Ethical? 39. Practiced? 
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30/40. BREAKING CONFIDENTIALITY IF CLIENT IS SUICIDAL. 
(20) 
30. Ethical? 40. Practiced? 
51/61. BREAKING CONFIDENTIALITY TO REPORT CHILD ABUSE. 
(21) 
51. Ethical? 61. Practiced? 
52/62. ADDRESSING CLIENT BY FIRST NAME. 
(22) 
52. Ethical? 62. Practiced? 
53/63. CRYING IN THE PRESENCE OF A CLIENT. 
(23) 
53. Ethical? 63. Practiced? 
54/64. ASKING FAVORS (e.g., A RIDE HOME) FROM CLIENTS. 
(24) 
54. Ethical? 64. Practiced? 
55/65. ACCEPTING A CLIENT'S DECISION TO COMMIT SUICIDE. 
(25) 
55. Ethical? 65. Practiced? 
56/66. ENCOURAGE CLIENTS TO TALK ABOUT THINGS THEY DON'T 
(26) WANT TO TALK ABOUT. 
56. Ethical? 66. Practiced? 
57/67. REFUSING TO DISCLOSE A DIAGNOSIS TO A CLIENT. 
(27) 
57. Ethical? 67. Practiced? 
58/68. LEADING NUDE GROUP THERAPY OR "GROWTH" GROUPS. 
(28) 
58. Ethical? 68. Practiced? 
59/69. DISCLOSE WHAT A CLIENT TALKED ABOUT WHEN REQUIRED BY 
(29) COURT TO TESTIFY UNDER OATH. 
59. Ethical? 69. Practiced? 
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60/70. TELLING A CLIENT, "I AM DISAPPOINTED WITH YOU." 
(30) 
60. Ethical? 70. Practiced? 
71/81. DISCUSSING CLIENTS (WITHOUT NAMES) WITH FRIENDS. 
(31) 
71. Ethical? 81. Practiced? 
72/82. A COUNSELING PROFESSOR PROVIDES THERAPY TO STUDENTS OR 
(32) SUPERVISEES. 
72. Ethical? 82. Practiced? 
73/83. AT THE BEGINNING OF COUNSELING BEING TOLD OF THE 
(33) THERAPIST'S TRAINING AND TITLE. 
73. Ethical? 83. Practiced? 
74/84. BECOMING SEXUALLY INVOLVED WITH A FORMER CLIENT. 
(34) 
74. Ethical? 84. Practiced? 
75/85. AVOIDING CERTAIN CLIENTS FOR FEAR OF BEING SUED. 
(35) 
75. Ethical? 85. Practiced? 
76/86. DISCLOSE WHAT A CLIENT TALKED ABOUT WHEN THE CLIENT'S 
(36) FAMILY WANTS TO CHECK ON PROGRESS. 
76. Ethical? 86. Practiced? 
77/87. HAVING A CLIENT ADDRESS YOU BY YOUR FIRST NAME. 
(37) 
77. Ethical? 87. Practiced? 
78/88. SENDING HOLIDAY GREETING CARDS TO YOUR CLIENTS. 
(38) 
78. Ethical? 








DISCLOSE WHAT A CLIENT TALKED ABOUT WHEN THE CLIENT 
THREATENS TO HARM THEMSELVES OR OTHERS. 
so. Ethical? 90. Practiced? 
101/111. ENGAGING IN EROTIC ACTIVITY WITH A CLIENT. 
(41) 
101. Ethical? 111. Practiced? 
102/112. 
(42) 
ACCEPTING A CLIENT'S INVITATION TO A PARTY. 
102. Ethical? 112. Practiced? 
103/113. 
(43) 
DISCLOSE WHAT A CLIENT TALKED ABOUT WHEN THE 
THERAPIST, IN TRAINING, DISCUSSES THE CASE WITH A 
SUPERVISOR. 
103. Ethical? 113. Practiced? 
104/114. GOING TO A CLIENT'S SPECIAL EVENT (E.G., WEDDING). 
(44) 
104. Ethical? 114. Practiced? 
105/115. AT THE BEGINNING OF COUNSELING DISCUSSING THE LIMITS 
(45) TO CONFIDENTIALITY IN COUNSELING. 
105. Ethical? 115. Practiced? 
106/116. DISCLOSE TO OTHERS WHAT A CLIENT TALKED ABOUT AFTER 
(46) THE THERAPIST AND CLIENT TERMINATE THEIR 
RELATIONSHIP. 
106. Ethical? 116. Practiced? 
107/117. BEING SEXUALLY ATTRACTED TO A CLIENT. 
(47) 
107. Ethical? 117. Practiced? 
10S/11S. UNINTENTIONALLY DISCLOSING CONFIDENTIAL 
(4S) 
108. Ethical? 118. Practiced? 
109/119. ALLOWING A CLIENT TO DISROBE. 
( 49) 
109. Ethical? 119. Practiced? 
INFORMATION. 
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110/120. IN COUPLE OR MARITAL THERAPY,THE THERAPIST EXPOSES A 
(50) "SECRET" AFFAIR OF ONE PARTNER TO THE OTHER. 
110. Ethical? 120. Practiced? 
121/131. ALLOWING FAMILY MEMBERS ACCESS TO A CLIENT'S RECORDS 
(51) WITHOUT PERMISSION. 
122. Ethical? 131. Practiced? 
122/132. ENGAGING IN SEXUAL FANTASY ABOUT A CLIENT. 
(52) 
122. Ethical? 132. Practiced? 
123/133. OFFERING OR ACCEPTING A HANDSHAKE FROM A CLIENT. 
(53) 
i23. Ethical? 133. Practiced~ 
124/134. INVITING CLIENTS TO A PARTY OR SOCIAL EVENT. 
(54) 
124. Ethical? 134. Practiced? 
125/135. DISROBING IN THE PRESENCE OF A CLIENT. 
(55) 
125. Ethical? 135. Practiced? 
126/136. DISCUSSING A CLIENT (BY NAME) WITH FRIENDS. 
(56) 
126. Ethical? 





Answer the following evaluation questions: 
128. How well did you understand these questions? 
a) Very Poorly b) Poorly c) Not badly d) Mostly e) Very Well 
129. How difficult was it for you to decide the ethical 
and practiced distinction? 
a) Very Difficult b) Difficult c) Not Difficult d) Easy 
e) Very Easy 
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APPENDIX D 
COUNSELOR PERSONAL ATTRIBUTES INVENTORY 
Instructions: 
The list of words on the following page is an adjective 
inventory. This inventory is to determine what you perceive 
to be the attributes or the personal qualities and values 
that counselors and psychotherapists share. It will help us 
determine what you think counselors and therapists are like 
as a group of professionals. 
Read through this list of adjectives on the next page and for 
each word, make a judgement of how much that word describes 
to you a quality of the typical counselor or therapist. It 
does not matter if you have no personal experience with 
counselors or therapists. Please show your ratings on the 
computerized answer sheet provided using the following scale: 
Not Like Most Like Few Like Some Like Many Like Most 
(A) (B) (C) (D) (E) 
Notice that the list of adjectives are organized in the same 
way as is the computerized answer sheet. Therefore, you may 
work from the top to the bottom by column, or across the 
rows, or you may just follow the numbers from 1 to 100. 
PLEASE CHECK TO MAKE SURE YOU ARE MATCHING THE RIGHT WORD 
IN YOUR TEST BOOKLET WITH THE RIGHT NUMBER ON THE ANSWER 
SHEET. 
Work as quickly as you can on this section. Your gut 
reaction will be fine, but please take care to rate each 
word. 
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Not Like Most Like Few Like Some Like Many Like Most 
(A) (B) (C) (D) (E) 
Do the words below describe the typical COUNSELOR or 
THERAPIST? Use the scale above and mark your' answers on the 
separate answer sheet provided. 
1. ACTIVE 2. HEALTHY 3. RUDE 
4. AFFECTIONATE 5. HELPFUL 6. SELF-CENTERED 
7. ALERT 8. HOSTILE 9. SELF-CONFIDENT 
10. APPRECIATIVE 11. IMAGINATIVE 12. SELF-CONTROLLED 
13. AWKWARD 14. IMAGINATIVE 15. SELF-PITYING 
16. BITTER 17. IMPATIENT 18. SELFISH 
19. CALM 20. INDUSTRIOUS 21- SHALLOW 
22. CARELESS 23. INITIATIVE 24. SHIFTLESS 
25. CHEERFUL 26. INTOLERANT 27. SHOW-OFF 
28. CLEAR THINKING 29. INVENTIVE 30. SINCERE 
31. COMPLAINING 32. IRRESPONSIBLE 33. SLIPSHOD 
34. CONCEITED 35. IRRITABLE 36. SNOBBISH 
37. CONFIDENT 38. JOLLY 39. SPINELESS 
40. CONFUSED 41. KIND 42. STABLE 
43. CONSCIENTIOUS 44. MANNERLY 45. STEADY 
46. COOPERATIVE 47. MASCULINE 48. STINGY 
49. COWARDLY 50. NAGGING 51. STRONG 
52. CRUEL 53. NATURAL 54. SULKY 
55. DECEITFUL 56. OBNOXIOUS 57. SYMPATHETIC 
58. DEPENDABLE 59. ORGANIZED 60. TACTFUL 
61. DESPONDENT 62. ORIGINAL 63. TACTLESS 
64. DETERMINED 65. PATIENT 66. THANKLESS 
67. ENERGETIC 68. PLEASANT 69. TOLERANT 
70. FAIRMINDED 71. POISED 72. TOUCHY 
73. FICKLE 74. PREJUDICED 75. TRUSTING 
76. FOOLISH 77. PROGRESSIVE 78. UNDEPENDABLE 
79. FORESIGHTED 80. QUARRELSOME 81. UNDERSTANDING 
82. FORGETFUL 83. QUEER 84. UNFRIENDLY 
85. GLOOMY 86. QUITTING 87. UNINTELLIGENT 
88. GOOD-NATURED 89. RATIONAL 90. UNKIND 
91. GREEDY 92. RATTTLEBRAINED 93. WARM 
94. HANDSOME 95. RELAXED 96. WEAK 




Posted Research Description 
This study is aimed at understanding what you know about 
how counselors and therapists behave. This study assesses a 
person's knowledge about the ethical standards that govern 
many counselors and therapists and perceptions of how 
frequently counselors and therapists put these standards into 
practice. You will be presented with examples of the types 
of situations that counselors and therapists often encounter 
and you will be asked to decide how you would act in that 
situation given a choice among alternative actions. You will 
'also be asked some questions about your experience with, 
counseling or therapy. 
The study uses only written questionnaires which do not 
require your name or any other personal identification~ You 
do not have to have had any direct experience with counseling 
or therapy to participate in this study. The study will take 
approximately two hours from start to finish. 
WARNING: There are questions or materials that may 
offend certain individual's sense of personal values or 
religious beliefs. Examples would be questions that deal 
with sexual practices, birth control, or drug use by 
counselors or clients. (You will NOT be asked any personal 
questions about your involvement in any of these areas.) 
